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For 


therapy in 
arthritis... 


S 
specify Bufferin’ and 
avoid salicylate intolerance 


Gastric distress due to aspirin used alone has 


been frequently reported.!-7 1. Muir, A., and Cossar: I. A., Brit. M. J. 2:7-12 


(July 2) 1955. 2, Waterson, A. P.: Brit. M. J. 2:1531 
BUFFERIN is superior to plain aspirin in that | (Dec. 24) 1955. 3. Brown, R. K., and Mitchell, N.: 
i S not cause gastric intolerance; it is **. . . the Gastroenterology 31:198-203 (Aug.) 1956. 
4. Kelly, J. J., Jr.: Am. J. Med. Sci. 232:119-128 
drug of choice where prolonged, high salicylate | (Aug.) 1956. 5. Brick, I. B.: J. Am. Med. Assn. 
adi 8 163:1217-1219 (April 6) 1957. 6. Trimble, G. X.: 

levels are indicated. Correspondence, J. Am. Med. Assn. 164:323-324 
H (May 18) 1957. 7. Lange, H. F.: Gastroenterology 
- -- 18 4 to 5 times better tolerated than ordi- | 33.7%9.777 and 778-788 (Nov.) 1957. 8. Tebrock, 
nary aspirin.” 8 H. E.: Ind. Med. & Surg. 20:480-482, 1951. 9. Paul, 
. . W. D.; Dryer, R. L., and Routh, J. L.: J. Am. 
And BUFFERIN acts fast, its absorption be- | Pharm. Assn. (Scient. Ed.) 39:21 (Jan.) 1950. 


ing expedited by the antacid components.9 


For a complimentary supply of BUFFERIN write: 
Bristol-Myers Company, Dept. BU-13, 630 Fifth Avenue, New York 20, New York 
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IMPROVING ON NATURE Plywood is just one of 
the many examples of how man has modified one of nature’s gifts 

to make it more useful. 

In the treatment of hypothyroidism, Proloid offers similar evidence 

‘ of man’s ingenuity in improving on nature. 

Proloid is doubly standardized: chemically, like ordinary thyroid, 

and biologically, by an exclusive Warner-Chilcott assay. This assay 

assures unvarying metabolic potency and a safe, predictable clinical 

response in every case. Yet this important extra care makes Proloid 

cost little more than ordinary thyroid. 

Specify Proloid whenever thyroid is indicated. Three grains is the 

average daily dose for patients with mild forms of hypothyroidism. 


UNITED STATES PLYWOOD CORPORATION 
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INFORMATION FOR CONTRIBUTORS 


Illustrations 


Tue JouRNAL OF THE AMERICAN OsTEOPATHIC ASSOCIATION is the of- a. epaghe a be ed, glossy F 


ficial scientific publication of the American Osteopathic Association. 2. Figure charts, tables which are to be engraved, and lettering on 

Articles are accepted with the understanding that they have not been prints should be in black (India) ink on good quality white paper. 

published or accepted for publication elsewhere. Lettering should be large enough to be read when reduced. 
Manuscripts 3. Original roentgenograms or slides can be used for reproduction, but 

direct-contact glossy prints from originals are preferable. 

1. Manuscripts should be typed in triplicate, the original and carbon 4. All illustrations must be numbered and the top indicated. 

sent to THE JoURNAL, and one carbon kept by the author. All copy, é 

including quotations, footnotes, tables, references, and legends for fig- 5. Good illustrations enhance the value of articles, and contributors 

ures should be double-spaced, with ample margins. are encouraged to submit illustrative material with manuscripts. 

2. Ref ere required for oll material dexived £ the k of 6. When illustrations which have appeared elsewhere are submitted, 


others, whether or not author’s names are mentioned. Reference num- full informati ion should be bee about betes publication, whether or 
bers should be assigned in order of reference in the article. Each refer- ast permission hes been cbtsined, and esedlt to bo given. 

ence must include the name of the author and the full title of the article uvanl 

or book. For periodicals, the name, volume number, complete date, and CNA of Bed 
inclusive paging of the article are required. For books, the edition, the 1, Three copies of Tue Jounnat containing his article will be sent to 
name and location of the pubiisher, and the year of publication are re- the author on request. 

quired. Exact page numbers must be given for all direct quotations. ate 


3. The author’s degrees and teaching affiliations should be given. 1. Information for ordering reprints is sent with galley proofs. 


4. The article should end with a comprehensive summary. FOR ADDITIONAL INFORMATION, PLEASE WRITE THE EDITOR 


Published monthly by the American Osteopathic Association. Printed by Pioneer Publishing Company, Publication Office, 100 S. Kenilworth Ave., Oak 
Park Ill. Editorial and Executive Offices, 212 E. Ohio St., Chicago 11, Ill. Subscription $10 a year; single copies $1.00. Acceptance for mailing at 
special rate of postage provided for in Section 1103, Act of October 3, 1917, authorized August 31, 1922. Entered at Oak Park, Ill., Post Office as 
second class matter April 1, 1926, under the Act of March 3, 1879. 


ALL CORRESPONDENCE SHOULD BE ADDRESSED TO 212 E. OHIO ST., CHICAGO 11, ILL. CHANGE OF ADDRESS: If possible, clip 
from mailing envelope of your copy of this magazine and send along with new address (with zone number if any). Allow 5 weeks for 
change-over. gt Copyright 1960, by American Osteopathic Association 


asic hypertension therapy 


lowest thiazide dosage 


basic approach with Naqua 


1. Use of Nagua as primary therapy for B.P. 
reduction in mild and moderate hypertension. 


2. B.P. stabilized with maintenance therapy for 
prolonged periods. 


3. Addition to Nagqua of rauwolfia alkaloid, 
hydralazine, or ganglionic blocking agent, de- 
pending on B.P. response and severity of hyper- 
tension. 


For complete details on indications, dosage, administra- 
tion, precautions and contraindications consult 
Schering literature. 


lla 


trichlormethiazide 


special advantages of Naqua) 
1. Nagua alone is adequate in many cases at 
dosages 1/100 of chlorothiazide (often 8 mg. 
a day initially, 4 mg. or less in maintenance)... 
maximum sodium diuresis, dependable B.P. 
response. 


2. Nagua has a favorable potassium excretion 
pattern, minimizing need for supplements... 
closely balances sodium and chloride excre- 
tion...* most economically priced for benefit of 
long-term patients. 


3. Nagua potentiates these adjunctive agents 
and markedly decreases dosage needs, helping 
to reduce side effects of these agents. 


Packaging: Naqua Tablets, 2 and 4 mg., scored, bottles 
of 100 and 1000. 


*Fuchs, M.: A review of the thiazide pharmacology, Paper pre- 
sented at Puerto Rican M. Soc., San Juan, Puerto Rico, Jan., 1960. 
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New Saunders Books! Useful Aids for the Osteopathic Physician 


Artz and Hardy—COMPLICATIONS IN 
SURGERY AND THEIR MANAGEMENT 


Every type of hazard and untoward event the general surgeon is likely to 
encounter is covered in this comprehensive volume. With the help of @ 
authorities, the editors discuss general complications of infection, wound 
dehiscence, shock, transfusion, reactions, etc. along with specific system 
reactions such as renal insufficiency and respiratory tract disorders, 
Next, management of special problems of severe pain, anesthetic com. 
plications, nutritional problems and emotional crises is clearly described, 
The latter half of the book delineates complications of specific opera- 
tions. 58 comprehensive chapters detail complications of: antibiotic 
therapy; radiation therapy; pulmonary resection; splenectomy; appen- 
dectomy; pediatric surgery; hernia repair; surgery of the breast, com- 


mon fractures; burns and their management; etc. 


DY, M.D., F.A.C.S., Professor and Chairman of the Department of 


Edited by CURTIS P. ARTZ. M.D., F.A.C.S., Associate Professor of Su ; 
JAMES D. HAR A 


Surgery, University of Mississippi. With Contributions by 60 Authorities. About 1024 


pages, 7” x 10” with 260 illustrations, About $22.00 


Marble—THE HAND: A MANUAL AND ATLAS for the GENERAL SURGEON 


In simple terms, and through the use of wonderfully clear 
illustrations, this new volume covers the methods the author 
has found most successful in treating injuries of the hand. 
It is aimed at the needs of the general practitioner, general 
surgeon and industrial physician—the men who see hand 
injuries first. Outstanding full page plates and explicit text 
give you instant help in treating every type of hand injury 
you are likely to see—from lacerations and puncture wounds 
to fractures and crushing injuries. After fully describing and 
illustrating the anatomical structure of the hand, wrist and 
forearm, Dr. Marble discusses applied physiology, history- 
taking and examination. Extensive coverage is given to closed 


Here is authoritative, practical help in understanding and 
using hypnosis safely and effectively in your daily practice. 
Not just a book of techniques, this comprehensive volume 
fully discusses the nature of hypnosis to familiarize the 
physician with the advantages of the hypnotic state as well 
as with its limitations and dangers. Specific factors to be con- 
sidered in choosing the method of hypnotic induction are care- 
fully discussed, as well as the way in which the procedure 
should be explained to the patient. Step-by-step instructions 
are given on the individual procedures for hypnotic induc- 
tion, such as: by suggestion of relaxation; by arm levitation; 


This new volume tells you how to make a number of basic 
techniques of roentgen diagnosis work more effectively and 
give up more vital information. The chest area has been 
chosen to illuminate these fundamentals since a major propor- 
tion of x-ray diagnosis done today relates to the lungs and 
mediastinum. The principles, however, are applicable to eval- 
uation in other body areas. You'll find many original and 
practical approaches to the problems of localizing and inter- 
preting intrathoracic lesions and abnormalities. The author 
discusses shadows and how they may be differentiated on the 
basis of the varying densities of gas, fat, water and calcium. 


Meares—A SYSTEM OF 


Felson—FUNDAMENTALS OF 


New—Just Ready! 


injuries of the hand and their management. Contusions, 
swellings, avulsion of tendons, sprains, burns, frostbite, frac- 
tures and dislocations are discussed. Open injuries and their 
management are then corsidered. Full page plates illustrate: 
methods of tendon advancement, repair of long flexor tendon 
of thumb, repair of lacerated nerve, skin grafts, repair of 
traumatic amputation of finger, etc. Separate chapters cover: 
splints and splinting, infections of the hand, and tumors of 
the hand. 

HENRY C. MARBLE, M.D., F.A.C.S., to the 


ssachusetts General Hospital. About 224 pages, 5 x 7%”, illus. 
trated. About $7.00. New-—Just Ready! 


MEDICAL HYPNOSIS 


by initiation of repetitive movement; by direct stare; by the 
dynamic method; etc. Techniques of waking are discussed 
and possible complications are presented with their prevention 
and management. You’ll learn how to effectively apply hyp- 
netic techniques in: obstetrics and delivery—warious gyne- 
cologic disorders—treatment of chronic illness—treatment of 
psychogenic obesity —alcoholism—relief of pain —relief of 
insomnia—etc. 


By AINSLIE MEARES, M.D., B.Agr. Sc., D.P.M., President, Inter- 
osis. About 560 
ew—Just Ready! 


national Society for Clinical and Experimental H: 
pages, 6” x 94”. About $10.00. 


CHEST ROENTGENOLOGY 


He presents supplemental views and procedures that are often 
overlooked—lordotic view, laterial apical view, expiratory 
film, laminagraphy. More than 400 roentgenograms illustrate 
the text, including a series of chest filnis showing minor devia- 
tions from normal—those which can be safely ignored and 
those which demand further investigation. Special roentgen 
signs that have important diagnostic implications are clearly 
discussed, such as: the Pulmonary Meniscus Sign, the Double 
Lesion, the Notch Sign, the Butterfly Shadow, etc. 


By BENTAMIN FELSON, M.D., Professor and Director, Department 
of Radiology, University of Cincinnati. 301 pages, 6%” x 10”, with 
450 illustrations on 238 figures. About $11.00, New—Just Ready! 


W. B. SAUNDERS Company, West Washington Square, Philadelphia 5 


Please send me the following books and charge my account: 


( Artz & Hardy—Complications..About $22.00 ([] Meares—Medical Hypnosis ...... About $10.00 
) Marble—The Hand ........... About $ 7.00 (] Felson—Chest Roentgenology ....About $11.00 
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just pour powder 
from 
one packet 


ne- bef 
of : each packet 
is equivalent to 
: one rounded teaspoonful 
of Metamucil powder 


all the advantages 
of smoothage therapy 
“a : in the relief anu 
: correction of constipation 


it’s new 
: INSTANT MIX 


METAMUCIL 


JOURNAL A.O.A., VOL. 60, OCT. 1960 


add cool water 
slowly 
... instantly 
mixed 


stimulates normal 
peristalsis 


e 
keeps stools soft and 
easy to pass 


e 
induces natural elimination 
promotes regularity 


avoids harsh laxatives 
or purgatives 


it’s new 


INSTANT MIX 


METAMUCIL 


convenient, 
premeasured- 
dose packets 


delightful, mild 
lemon flavor 


Chicago 860, Illinois 
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‘B.W. & Co.’ ‘Sporin’ Ointments 
rarely sensitize... 

give decisive bactericidal action 

for most every topical indication 


Broad-spectrum antibac- 


soothing anti-inflam- 
matory, antipruritic ben- 


brand Ointment fits of hydrocortisone. 


The combined spectrum 
of three overlapping 
antibiotics will eradicate 
virtually all known top- 
ical bacteria. 


brand Antibiotic Ointment 


A basic antibiotic com- 
bination with proven 
effectiveness for the 


terial action—plus the fe 


brand Antibiotic Ointment 


topical control of gram- i 
positive and gram-nega- 
tive organisms. : 


Contents per Gm. 


‘Aerosporin’® brand 
Polymyxin B Sulfate 


Zinc Bacitracin 
Neomycin Sulfate 
Hydrocortisone 


5,000 Units 
400 Units 
5 meg. 
10 mg. 


Supplied: Tubes of 1 oz., 


oz. and ¥% oz. 
(with ophthalmic tip) 


Tubes cf 1 oz., 


and 
(with tip) 


Tubes of 14 oz. and 
¥% oz. (with 
ophthalmic tip) 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 


3 
| 
> 
: 
‘Polysporin’® ‘Neosporin’® ‘Cortisporin’® 
Pe 10,000 Units 5,000 Units 
as 500 Units 400 Units 
ne 5 mg. 


“We.consider Doxidan to be superior to the agents we have previously em> 
_ ployed in the treatment of constipation in postpartum patients. Not only 
was it more effective, but also its use-was associated with alaapet complete 

freedom from + Batulence, cramping and ‘gmping wete. 
notably absent sound and the danger of: subsequent 
habit formation obviated by the use of this logital combination 
of a potent fecal softener with a mild peristaltic sumulants ce 


.GE ANI One or two capsules administerel at bedtime fer 

or days or until bowel movements are normal Back! taroon 
Doxidan capsule contains 50 mg. Danthron (1 .8-dihydroxyanthraquinone) 
and 60 mg. calcium bis-(dioctyl sulfosuccinate). Bottles of 30 and 100 ak ae 
gelatin capsules. 


1. Beil, A.; Management of Constip: tion in the Puerperiam. To bs published, 
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7 per cent free 


14 per cent acetylated 


79 per cent glucuronide” 


*Highly soluble yet retaining a 


UNIQUE EXCRETION PATTERN MAKES MADRIBON SAFER THE RATE OF MADRIBON EFFECTIVENESS 1S tit 


Safe low-dosage sulfonamide, 
SOU n reasons backed by 76 published reports 
a In extensive clinical studies, Madribon has 
0 p resc te | e accumulated an unexcelled safety record. 


The total incidence of side reactions with Madribon 


® lies below 2 per cent; those that have 
a id 0 ni occurred were generally mild and transitory. 
Reported effectiveness of Madribon registers 


In respirator up t090 per cent in a large varity of respirator 
urinary tract and soft tissue infections. 

tract infections 


Reports and Conference Papers on Madribon: 1. R. J. Schnitzer, W. F. DeLorenzo, E. Grunberg and R. Russomanno, Proc. Soc. Ex; er 
& Med., 99:421, 1958. 2. E. H. Townsend, Jr. and A. Borgstedt, Antibiotics Annual 1958-1959, New York, Medical Encyclopedia, Inc., 9, p. 
3. W. P. “te ‘ibid., p. 48. 4. S. Ross, J. R. Puig and E. A. Zaremba, ibid., p. 56. 5. O. Brandman, C. Oyer "and R. Engelberg, J. M. Soc. New ” Jersey, 
56:24, 1959. 6. L. O. Randall, R. E. Bagdon and R. Engelberg, Toxicol. & Appl. Pharmacol., 1:28, 1959. 7. B. Wolach, Colorado GP, a 4, 1959, 8, B. 
Fust and E. Soshar, Antibiotic Med. & Clin. Therapy, 6: (Suppl. 1), 3, 1959. 9. W. F. DeLorenzo and A. M. Schumacher, ibid., 11. 10. W.F. 
DeLorenzo and R. Russomanno, ibid., p. 14. 11. R. J. Schnitzer and W. F. ‘DeLorenzo, ibid., p. 17. 12, B. A. Koechlin, W. Kern and R. Engetbors ibid., 
p. 22. 13. B. H. Leming, Jr., C. Flanigan, Jr. and B. R. Jennings, ibid., p. 32. 14. H. P. Ironson and C. Patel, ibid., p. 40. 15. W. A. Leff, ibid., p. 4 
16. J. F. Glenn, J. R. Johnson and J. H. Semans, ibid., p. 49. 17. J. D. Young, Jr., W. S. Kiser and O. C. Beyer, ibid, p. 53. 18. T. D. Michael, ibid., 
p. 57. 19. J. C. Elia, ibid., p. 61. 20. S. Guss and A. J. piro, Pediatric Conferences, 2:14, 1959. 21. R. E. Ray, Case Rep. Child. Mem. Hosp., Chicago, 
17:4445, 1959. 22. O. Thalhammer (University Pediatric Clinic, Vienna, Austria), paper presented at the International Congress of Infectious Path- 
ology, Milan, Italy, May 6-10, 1959. 23. R. Schuppli (Director, University Dermatological Clinic, Basle, Switzerland), ibid. 24. S. Rummelhardt (First 
University Surgical Clinic, Vienna, Austria), ibid. 25. M. Rinetti (Institute of Surgical Pathology, University of Parma, Italy), ibid. 26. M. Rentsch 
(University Pediatric Clinic, Berne, Switzerland), ibid. 27. N. Quattrin (Cardarelli Hospital, Naples, Italy), ibid. 28. E. Picha (First University Gyne- 


cological Clinic, Vienna, Austria), ibid. 29. R. ‘Neimeier (University Gynecology Clinic, Basle, Switzerland), ibid. 30. G. Moustardier (Faculty of 
Medicine and St. Andrew's Hospital, Bordeaux, France), ibid. 31. S. T. Madsen (Bergen, Norway), ibid. + W. P. Boger, ibid. 33. P. Buenger o—Z€, 

Department, Heidberg General Cae Langenhorn, Hamburg, E Lomenannny ibid. 34. J. Leng-Levy, J David-Chausse, P. Gibaud and J. 
Meeting of the American Medical ‘Association 


4. méd. Bordeaux, 136:713, 1959. 35. B. H. Leming, Jr. and C. Flanigan, Jr., Scientific Exhibit, Annual 
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BLOOD LEVELS FOLLOW A SINGLE 2-GM DOSE? 


Wide antibacterial spectrum — high blood levels An original development 
Madribon proves effective against the following of Roche research, available 


pathogens, including at times some strains only as 
resistant to older antibacterial agents:!*-37.50 
adribon 


Staphylococcus aureus hemolyticus * beta hemolytic 


Supplied: Madribon Tablets: 0.5 Gm, double scored, mono- 
H. influenzae * Ps. aeruginosa « B. proteus + E. coli « grammed, gold colored—bottles of 30, 100, 250 and 1000. Madri- 
Shigella * Salmonella * paracolon bacilli bon Suspension: 0.25 Gm/teasp. (5 cc), custard flavored—bottles 


of 4 oz and 16 oz. Madribon Pediatric Drops: 10-cc plastic con- 
tainer with special tip for dispensing drop dosage—each ce (20 


ory, This high activity of Madribon against common 
pathogens is combined with high sulfa blood levels, saniiiaen Ga 
rapidly attained and maintained for prolonged 
ed ROCHE & Consult literature and dosage information, 


periods on once-a-day dosage. Laboratories Lael available on request, before prescribing. 


Division of Hoffmann-La Roche Inc. 


er. Biol. Atlantic City, N. J., June 1959. 36. J. C. Elia, ibid. 37. M. J. Mosely, Jr., J. Nat. my A., 51:258, 1959. 38. H. Schoenfeld and W. Sommerfeld, Aerztl. 
64 Wehnschr., 14:619, "1959. 39. H. Ptasnik; (31/32), 1434, 1959. 40. P . Rentchnick and J. med. Wchnschr., 89: 894, 1959. 
oy 3 41, R. E. Bagdon, L. O. Rendall and W. heey nn. New York Acad. Sc., 82: (Art. 1), 3, 1959. oe DeLorenzo and R. J. Schnitzer, ibid., 
OBR p. 10. 43. W. P. Boger and J. J. Gavin, ibid., p. i8. 44. B. H. Leming, Jr. and C. Flanigan, Jr., ibid., p. 31. is. TD. Michael, ibid., p. 40. 46. S. M. 
WE Finegold, Z. Kudinoff, H. O. Kendall and ae E: Kvinge, ibid., p. 44. 47. W. J. Grace, ibid., p. ‘51. 48. ¥ C. Elia, "iid. p. 52. 49. L. E. auinege: ibid., 
r ibid. p. 57. 50. G. A. Moore, a p. 61. 51. C. W. . Daeschner, ibid., p. 64. 52. E. H. Townsend, Jr. and A. Borgstedt, ibid., p. 71. 53. . Krugman, Dis- 
Bs “a pegs ibid., p. 78. 54. S. W. Levy, ibid., - 80. 55. M. M. Cahn and E. J. Levy, ibid., p. 84. 56. M. Sierp and J. W. Draper, ibid., p. 92. 57. W. S. 
1 ibid 0. C. ‘Beyer and J. D. "Young, ibid., 105. 58. G. Carroll, Discussant, ibid., p. 110. 59. H. L. Rosenthal and L. Jud, B & Clin. Med., 
h 4 54: maéi, 1959. 60. A. E. Thill, Pennsylvania . J., 62:1534, 1959. "61. Council’ on Drugs, New and Nonofficial Drugs, J.A.M. thes 171: 1691, 1959. 62. T 
. Pan Sakuma, C. W. Daeschner and E. M. Yow, Am. J. M. Sc., 239: i . Faulkner and A. F. Morrison, J. Urol., 83:181, 1960. 

¢ (First Curr. Therap. Res., 2:66, 1960. 65. G. D. La Veck, F. de la Cruz and J. Kirschvink, ‘Antibiotic Med. & Clin. Therapy, 7: 119, 1960. 66. ac Elia Mil. 
Rentech Med., 125:258, 1960. 67. A. Lattimer, A. J. Simon and M. H. Lepper, Am. J. M. Hy. 239:548, 1960. 68. J. C. Elia, J. Internat. Coll. Surgeons, 33:446 

G 1960. 69. R. EM ym R. Etienne, M. Lloyd, B. Randolph, J. Hoard and T. Reed, ‘Antibiotic Med. & Clin. Therapy, 7:358, 1960. 70. N. Male’ - 
ag Obst. & Gynec., 16:89, 1960. 71. B. Pinck, J. ate. ., in press. 72. J. C. Elia, e ¥ Ear Nose & Throat Month., 39:504, 1960. 73. H. B. Barner, Anti- 
ri eaical biotic Med. & Clin. Therapy, 7:426, 1960. 74.3. P . Cappuccio and E. C. Dobbs, J. Oral Surg., 18:230, 1960. 75. J. B B. Christodoupoulos and A. P. Klotz, 
Bottin, Am. J. Gastroenterol., in press. 16. L. Weinstein, ‘A. M.A. Arch. gag tg , 21 :487, 1960. 77. C. P. Katsampes and N. McNabb, Antibiotic Med. & Clin. 
“iation, Therapy, in press, 78. G. Nunnelly, J.A.M.A., 173:1020, 1960. 79. S. F. "Moria, 2 Times, in ——e 80. L. H. Teitel, P. Chericho, L. L. Kay, P. A. 
; Printz and S. Printz, Curr. Therap. Res., 2: 310, 1960. 81..M. M. Cahn and E. J. Levy, Clin. Med., in press. 


3 
‘4 
G 
| 
| 
| 
i 
Re. 
a} 
| 
| 
if 
H 
| 
4 
id 
iG 


A lap is so you don’t get crumbs on the floor 


e napkins 


REDISOL,is so kids have better appetites 


Redisol (Cyanocobalamin, crystalline vitamin B12) often stimulates children’s appetites with consequent weight gain. 
Tiny Redisol Tablets (25, 50, 100, 250 mcg.) dissolve instantly in the mouth, on food or in liquids. 

Also available: cherry-flavored Redisol Elixir (5 mcg. per 5-cc. teaspoonful); Redisol Injectable, 
cyanocobalamin injection USP (30 and 100 meg. per cc., 10-ce. vials and 1000 meg. per ce. in 1, 5 and 10-ce. vials). 


Drawings reproduced from "A Hole Is to Dig”, copyright by Ruth Krauss and Maurice Sendak, published by Harper & Brothers. 
For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


REDISOL IS A TRADEMARK OF MERCK 4 CO., INC. 
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® 
relieves pain, 
muscle spasm, 


nervous tension 


rapid action non-narcotic economical 


“We have found caffeine, used in combination with acetylsalicylic acid, 
acetophenetidin, and isobutylallylbarbituric acid, [Fiorinal] to be one of the most 
effective medicaments for the symptomatic treatment of headache due to tension.” 
Friedman, A. P., and Merritt, H. H.: J.A.M.A. 163:1111 (Mar. 30) 1957. 


Fiorinal Tablets—£ach tablet contains: Sandoptal (Allylbarbituric Acid N.F. X) 50 mg. (% gr.), 
caffeine 40 mg. (% gr.), acetylsalicylic acid 200 mg. (3 gr.), acetophenetidin 130 mg. (2 gr.). 
Dosage: 1 or 2 tablets every 4 hours, according to need, up to 6 per day. 
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INCREASED 
LIFE EXPECTANCY 
FOR 
HYPERTENSIVES 


“Life expectancy seems to be the one criterion that is most reliable and least 
questioned as a method of evaluating treatment for patients with elevated blood 
pressure."'! “It is evident that effective therapy of hypertension will prolong the life 
of the patient by preventing the dreaded complications of this disease in the 

brain, the heart and the kidneys .” “‘ There is no doubt of the prolongation of life 

in group 3 and 4 (Keith-Wagener-Barker) by adequate antihypertensive treatment. 
Some authorities report a 50 per cent, five year survival ratio for treated patients with 
malignant hypertension as against a1 per cent survival ratio for untreated patients.'’2 


Evaluation based on life expectancy is extremely difficult because of the peril of 
maintaining an untreated control group.! The doctor, however, can evaluate the 
symptoms related to the elevated blood pressure. ... We know that retinopathy 
may improve, the heart may be reduced in size, the electrocardiogram may 
improve and in favorable cases the blood urea nitrogen level may fall.2 These are 
reasonably objective criteria on which to base one's evaluation of treatment.! 


On the succeeding page is evidence that Unitensen included in any therapeutic 
regimen may improve the results in hypertension as measured 

by a regression of objective clinical changes in a substantial proportion 

of the patients treated. 


1. Currens, J. H.: New England J. Med. 267 :1062, 1959. 

2, Waldman, S., and Peiner, L.: Am. Pract. & Digest. Treat. 10:1139, 1959. 
3. Cohen, B. M.: paper presented at A.M.A. Convention, June, 1958. 

4. Cohen, B. M.: paper presented at Indiana Acad. G. P., March, 1959. 

5. Cohen, B. M.: Am. J. Cardiology 1:748, 1958. 

6. Kirkendall, W. J.: J. lowa M. Soc. 47:300, 1957. 

7. Cherny, W. B., et a/.: Obst. & Gynec. 9:515, 1957. 

8. Raber, P. A.: Illinois M. J. 108:171, 1955. 

9. McCall, M. L., ef a/.: Obst. & Gynec. 6:297, 1955. 

10. Finnerty, F. A.: Am. J. Med. 17:629, 1954. 
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Unlike diuretics or ganglionic blocking agents, Unitensen lowers blood pressure through wide- 
spread vasorelaxation. Normal vasomotor responses are not altered, and there is no venous 
pooling with resulting postural hypotension.*5 Through alleviation of cerebral vasospasm, 
Unitensen promotes cerebral blood flow and oxygen utilization.6® Furthermore, Unitensen 
increases cardiac efficiency, improves renal function and tends to arrest the progress of 


vascular damage. 4, 10 


Progress of Objective and Subjective Symptoms in Grades III and IV Hypertension 
Following Treatment with Unitensen and Unitensen-R 


Observations in Patients* Treated up to 2 Years 


Observations in Patients* Treated up to 3% Years 


The Course of Subjective Symptoms 


ymptom | Number** | Improved | % Improved ‘Number** Improved % Improved 
eadache 27 21. Tit 43 38 88.0 
Palpitation 20 13 65.0 29 19 65.5 
Angina 15 9 60.0 21 16 76.0 
Dyspnea 17 8 47.0 27 14 51.0 
Objective Changes Following Treatment ; 
Finding |Number** | Improved | % Improved Number** Improved % Improved 
Funduscopic 
Changes 41 24 58.5 59 38 66.0 
Enlarged 
Heart 20 13 65.0 35 23 65.7 
Abnormal EGG 37 10 27.0 45 25 55.5 
Proteinuria 31 12 38.7 43 27 62.7 
Nitrogen 
Retention 17 6 35.2 28 10 35.7 


Left hand charts from Clinical Exhibit “The Ambulatory Patient 
with Hypertension” presented AMA Convention, San Francisco, 
June 22-27, 1958, by B. M. Cohen, M.D. 


*All patients in this study were initially classified as Smithwick 
Grades Ill and IV. 
**Expressed as the number of patients exhibiting the symptom 
recorded. 


Each tablet contains: Cryptenamine (tannates) 2.0 mg. 


UNITENSEN-PHEN 


Each tablet contains: Cryptenamine (tannates) 1.0 mg., Phenobarbital 15 mg. 


UNITENSEN-R’ 


Right hand charts include patients previously reported who had 
been continuously maintained on Unitensen and Unitensen-R, 
plus additional patients later added to the study. From Clinical 
Exhibit “The Office Diagnosis and Treatment of the Patient with 
Hypertension” presented American Academy of General Prac- 
tice, Indianapolis, March 18-19, 1959, by B. M. Cohen, M.D. 


Each tablet contains: Cryptenamine (tannates) 1.0 mg., Reserpine 0.1 mg. 


UNITENSEN AQUEOUS 


Each cc. contains: 2.0 mg. cryptenamine (acetates) in isotonic saline 


new from Neisler 

Analexin® 

a new class of drug 

for the relief of pain and muscle tension © 


IRWIN, NEISLER & CO, 
Decatur, Illinois 
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Optimum results are 


_ tam tolerate without the 


i > For example, if one tablet 
4 times a day produces 


this is 


PLEXONAl 


(ACTUAL SIZE AND SHAPE) 


obtained by gradually 
increasing the dosage to 
the maximum the patient 


‘appearance of drowsinesi 
The following procedure 

for dosage adjustment ha 
proven highly successful: 


“Take one tablet 2 times 
per day for 2 days. Ou the 
thitd day increase the 
daily dosage by one tablet 
Similarly increase the 
dose every third day 
thereafter, to the point 
of drowsiness. 


an obvious sleepy feeling, 
and on three the patient 
is comfortable, then the 
proper dose will be three 
tablets per day. 
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b superior daytime relaxing agent 
(NOT A TRANQUILIZER) 
® 


Comparative clinical studies show that PLEXONAL is superior 
to meprobamate or barbiturates for daytime relaxation” 


“Plexonal was preferred (superior therapeutic effect) by 78.7 per cent : | 
of the patients, whereas 11.1 per cent preferred meprobamate, a ratio of | 
6.6 to 1....30.5 per cent noted adverse reactions to meprobamate 

as compared to 7 per cent in respect to Plexonal. ... Plexonal gave better 
results than did any of the sedative or relaxing agents that have been 
available during our earner covering the previous 15 years.”’’ 


As a daytime wlicaat “it is well suited especially for the treatment 
of hyperexcitability and anxiety.’’* 


Indications: Anxiety, tension, apprehension, nervousness, irritability, 


Extremely well tolerated by geriatric patients who need mild sedation, 
as well as by depressed patients. 


Dosage: One tablet 3 or 4 times a day is adequate for most patients. 
However, some require up to six tablets per day, whereas others respond 
adequately to as little as 1 tablet per day * 


Composition: Each tablet contains sodium diethylbarbiturate 45 mg., 
sodium phenylethylberbiturate 15 mg., sodium: isobutylallylbarbiturate 
25 mg., scopolamine hydrobromide 0.08 mg., meth- 
anesulfonate 0.16 mg. 


1. Scheifley, C. H: Proc. Staff Meet. Mayo Clin. 34: 408 (Aug. 19) 1959. 
' 2. Kadish, A. H.: Clin. Med. 2: 379 (March) 1955. 
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Now... the only with extra-broad spectrum benefits:— 


action at lower milligram intake...broad- 


Nystatin combination range action...sustained peak activity... 


with extra-active extra-day security against resurgence of 
DECLOMYCIN® primary infection or secondary invasion. 


Demethyichiortetracycline 


Demethylchlortetracycline and Nystatin LEDERLE 


CAPSULES, 150 mg. DECLOMYCIN Demethylchlortetracycline HCl and 250,000 units Nystatin. 
DOSAGE: average adult, 1 capsule four times daily. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York Qa 
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RELIEVES THE SYMPTOMS OF RHEUMATOID ARTHRITIS 

the pain, rigidity, swelling, morning stiffness, and 

limitation of motion 

With DECADRON, pain, rigidity, and swelling usually fade 
rapidly, within 24 hours.' Morning stiffness often disappears 
completely.? Increased joint mobility and eventual clinical 
control frequently follow improvement of articular symptoms, 
even in patients poorly controlled by other corticosteroids.?-* 


ATTACKS THE INFLAMMATORY PROCESS OF RHEUMATOID ARTHRITIS 

the rapid sedimentation rate, the secondary anemia, the fever, 
elevated plasma fibrinogen and globulin, and 

decreased plasma albumin 


Treatment with DECADRON, by reducing or eliminating 
inflammation, may also be expected to help eliminate fever, reduce 
the sedimentation rate, correct abnormal plasma-protein 
patterns, raise hemoglobin values and red blood cell counts.*.7-10 


IMPROVES THE GENERAL STATE AND SENSE OF HEALTH 


The patient is sometimes markedly undernourished and emaciated 


(Cecil, R. L., and Loeb, R. F.: A Textbook of Medicine, ed. 10, Philadelphia, 
W. B. Saunders Company, 1959, p. 1366.) 


thin and asthenic, and very often profoundly depressed. 


(Ragan, C., in Comroe’s Arthritis and Allied Conditions, ed. 5, Philadelphia, 
Lea & Febiger, 1958, p. 151.) 


The “tonic effect’’!! of dexamethasone often promotes a sense of 
well-being, leading to improvement in the general state of 
health, relief of asthenia and depression, restoration of normal 
nutrition and enjoyment of food.1*-11-14 


umatoid arthritis 


REFERENCES: 

1. Spies, T. D., et al.: South. M. J. 51:1066, 1958. 2, Bunim, J. J., et al.: Arthritis & 
Rheumatism 1:313, 1958. 3. Galli, T., and Mannetti, C.: Minerva med. 50:949, 1959. And Abstr. 
in J.A.M.A, 170:2254, 1959. 4, Case Reports on File, Merck Sharp & Dohme. 5. Boland, E. W.: 
Ann. Rheumat. Dis. 17:376, 1958. 6. Boland, E. W.: California Med. 88:417, 1958. 

7. Cislaghi, F., and Quarti, M.: Minerva med. 50:959, 1959. 8. Foreign Letters: J.A.M.A. 
171:286, 1959. 9. Agostini, A.: Minerva med. 50:926, 1959. 10. Clinical Data, Merck Sharp 

& Dohme. 11. Rudolph, J. A., and Rudolph, B, M.: Ann. Allergy 17:710, 1959, 

12. Cerutti, P.: Minerva med. 50:917, 1959. 18. Cagli, V., et al.: Minerva med, 50:941, 1959. 

14, Chervinsky, P.: Ann. Allergy 17:714, 1959. 

Initial dosage depends on the type and severity of the condition. Generally between 1.5 mg. and 
3 mg. per day is adequate; this should be reduced to maintenance level when control has been 
established. DECADRON is supplied as 0.75 mg, and 0.5 mg. scored, pentagon-shaped tablets 

and as Injection Decapron Phosphate in 5-cc. vials, each cc. containing 4 mg. of dexamethasone 
21-phosphate as the disodium salt. Additional information available to physici on request 


DECADRON is a trademark of Merck & Co., Inc. 


DEXAMETHASONE 


TREATS MORE PATIENTS MORE EFFECTIVELY 


Gs) =) MERCK SHARP & DOHME « Division of Merck & Co., INCc., West Point, Pa. 
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in neurotic depression 


DEXAMYL 


brand of dextro amphetamine and amobarbital 


lifts mood and combats inertia 


In marked contrast to tranquilizers—which 
often produce an attitude of indifferent calm 
—‘Dexamyl’ helps the neurotic, depressed 
patient to face life with optimism and 
energy. The patient on ‘Dexamyl’ often finds 
it easier to take part in her daily activities. 


Dexamyl’s positive mood effect is usually 
apparent within 30 to 60 minutes. This is 
true whichever form you prescribe (Span- 
sule® capsules, Tablets, or Elixir). ‘Deramyl’ 
has been used successfully and safely as an 
antidepressant for more than a decade. 
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KLINES 
tical research FRENCH 


| 
| 
leaders in 
A-20 


BEFORE YOU WRITE FOR AN ANTIBIOTIC CONSIDER 
THE ‘PLUSES’ OF NEW ALPEN FOR YOUR PATIENTS! 


Alpen is more active against clinical isolates of penicillin-resistant staphy- 
lococci than older penicillins. Alpen is indicated for acute and chronic 


streptococcal infections. Alpen is rapidly 
absorbed to produce high blood levels. 
Alpen has greater freedom from the G.I. 
sequelae of the broad spectrum -mycins. 


See ALPEN Statement of Directions for complete details. 


1. Morigi, €.M. €.; Wheatley, W. 8., and Albright, H.: Antibiotics Annus! 1959-60, N.Y... Antibiotic, inc., 1960, 131. ALPEN"; potassium phenethicillin Soloring 
4-339 
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just one prescription for 
keeps your hypertensives wide awake & working 
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ETICYL 


(Oretic® with Harmonyl®) 


gives them the benefits of: 

two effective ingredients 

Oretic. Potent oral diuretic/anti- 
hypertensive producingmaximum elim- 
ination of water, sodium, with minimum 
potassium loss. 


Harmonyl.Fully aseffectiveas reserpine 
in lowering blood pressure, Harmonyl 
has a lower incidence of such side ef- 
fects as daytime lethargy, drowsiness, 
nasal stuffiness. 


. three precision dose forms 


Oreticyl Forte. Oretic 25 mg., Harmonyl 
0.25 mg. Recommended ‘‘starter’’ 
therapy in most cases of established 
hypertension. Usual dose: one t.i.d. 


Oreticyl 25. Oretic 25 mg., Harmonyl 
0.125 mg. 


Oreticy! 50. Oretic 50 mg., Harmonyl 
0.125 mg. 


Either 25 or 50 strength recommended 
for adjustment of dose once response 
is seen. Dosage must be determined by 
patient’s needs. : 


All3 strengths, bottles of 100 and 1000 


ORETICYL—ORETIC WITH HARMONYL, ABBOTT 
HARMONYL, DESERPIDINE, ABBOTT 
ORETIC—HYDROCHLOROTHIAZIDE, ABBOTT 
008264 


ABBOTT 
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Each tablet contains 5 or 25 meg. of liothyronine as the sodium salt. 


FOR THE TREATMENT OF FEMALE 
| REPRODUCTIVE DISORDERS 
KLINE 
A-24 


...extraordinarily effective diuretic...’ 


Efficacy and expanding clinical use are making Naturetin the 
diuretic of choice in edema and hypertension. It maintains a 
favorable urinary sodium-potassium excretion ratio, retains a 
balanced electrolyte pattern, and causes a relatively small in- 
crease in the urinary pH.?2 More potent than other diuretics, 
Naturetin usually provides 18-hour diuretic action with just a 
single 5 mg. tablet per day — economical, once-a-day dosage 
for the patient. Naturetin € K — for added. protection in those 
special conditions predisposing to hypokalemia and for patients 
on long-term therapy. 


Squibb 
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Supplied: Naturetin Tablets, 5 mg., scored, and 2.5 mg. Naturetin 
¢ K (5 ¢ 500) Tablets, capsule-shaped, containing 5 mg. ben- 
zydroflumethiazide and 500 mg. potassium chloride, Naturetin 
t K (25 € 500) Tablets, capsule-shaped, containing 2.5 mg. 
benzydroflumethiazide and 500 mg. potassium chloride. For com- 
plete information consult package circular or write Professional 
Service Dept., Squibb, 745 Fifth Avenue, New York 22, N. Y. 
References: 1. David, N. A.; Porter, G. A., and Gray, R. H.: 
Monographs on Therapy 5:60 (Feb.) 1960. 2. Ford, R. V.: Current 
Therap. Res. 2:92 (Mar.) 


Naturetin Naturetin:K 


Squibb Benzydroflumethiazide with Potassium 
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WHENEVER COUGH THERAPY = relieves cough and associated symptomsin 15-200 
minutes effective for 6 hours or longer = pro- 
motes expe oration 'y constipates m agree- 


Ps BonINe is an antiemetic which provides rapid 
brand of mechizine hydrochloride: = and prolonged protection against nausea and 
vomiting due to a variety of causes, Asingle 
__ dose of BONINE is usually effective for 24 hours, _ 
Thus, sowine can be taken at bedtime to 
prevent “next morning” sickness... 


INDICATIONS: Valuable ini the relief 
__ of nausea and vomiting of pregnancy. Also indi- _ 
ated for motion sickness, radiation ‘sickness, 
vertigo associated with Méniére’s syndrome, 

_ labyrinthitis, fenestration procedures, vestibular 

_ dysfunction, and dizziness associated with cere- 
arteriosclerosis. 


¢ ADMINISTRATION AND DOSAGE: For control of 
"nausea and vomiting of pregnancy, a daily dose 
of 25 to 50 mg. is usually effective. For dosage 
schedules in other indications, see package insert. 


only rar does 


one drug meet of 
SIDE EFFECTS: Not a phenothiazine, the side 


SO well the needs : effects reported ‘in association with BONINE have 
been mild and/or transient and consist of occa- 
0 one condition sional drowsiness, dryness. of the mouth, and 


blurred vision. Drowsiness is seen less frequently 
with BONINE in therapeutic dosages than with 
most other effective antiemetics. 


PRECAUTIONS: A with other antihistaminic com- 
pounds, the physician should inform patients of _ 
the need for caution in driving a car or when 
engaged in other activities requiring alertness. _ 
There are no known contraindications to BONINE. 


SUPPLIED: BONINE Tablets, scored, tasteless, 25 - 
mg. BONINE Chewing Tablets, mint-flavored, 25 
‘ing. BONINE Elixir, 12.5 per 
teaspoonful (5 cc.). 
More detailed professional 
on 


Science for the world’s well-being™ Pfizer) PFIZER LABORATORIES Division, Chas Pfizer e Co., Inc. Brooklyn 6, New York 
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Hlow in angina and postcoronary i 
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proven drug— 
supported by extensive clinical ex- 
perience during the last ten years 


= selective physiologic 
action— 

unlike most nitrites, dilates coro- 
nary vessels principally, with mini- 
mal peripheral effects, so that 
coronary blood flow is increased 
with no significant change in blood 


pressure or pulse rate 


= exceptionally safe— 

safe for prolonged use—essentially 
free from side effects—tolerance has 
not been reported—no hypotension, 
orthostatic or otherwise, has oc- 
curred—so safe, it is used routinely 
even after a coronary 


= effective in mildest to 
severest angina pectoris— 
4 out of 5 patients experience re- 
duced frequency and severity of 
anginal attacks, increased exercise 
tolerance, lowered nitroglycerin de- 
pendence, improved ECG findings 


ideal in postcoronary 
convalescence — 

helps establish and sustain collat- 
eral circulation to reduce the extent 
of myocardial damage, to encour- 
age natural healing and repair, to 
minimize ensuing anginal attacks 
a adaptable prophylaxis— 
available in several formulations to 
meet the individual requirements 
of patients with coronary artery 
disease: Peritrate 20 mg. for basic 
prophylaxis, Peritrate with Pheno- 
barbital for the apprehensive pa- 
tient, Peritrate Sustained Action for 
convenient 24-hour protection with 
just 2 tablets daily. 


WARNER 


CHILCOTT 


MORRIS PLAINS, N.J. 
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RONCOVITE-MF 

IS RAPIDLY BECOMING 
THE DRUG OF CHOICK IN 
ANTI-ANEMIA THERAPY... 


because... 


Cobalt is the only clinically proved therapeutic agent which enhances the 
formation of erythropoietin, the hormone which regulates erythropoiesis 
in the body.?* 


because... 


Roncovite through the effect of Cobalt-enhanced erythropoietin improves 
iron utilization by activating this normal physiologic process.*** 


because... 


The result is a more rapid and complete hematologic —" in the 
anemic patient .. 


and because... 


The safety of Roncovite has been thoroughly attested in published litera- 
ture and demonstrated during the administration of over 365 million 


doses.®-1%11 


1. Goldwasser, E.; Jacobson, L. O.; Fried, W., and Plzak, L. F.: Blood 13:55 (Jan.) 1958.2. Murdock, H. R. Jr.: Am. Pharm. Assoc. 
(Sci. Ed.) 48:140, 1959. 3. Goldwasser, E.; Jacobson, L. O.; Fried, W., and Pizak, L.: yoo 125:1085 (May31) 1957. 4.Center, W. 
Clin. Med. 7:713 (April) 1960. 5. Holly, R. G.: Obst. & Gynec. 9:299 (Mar.) 1957. 6. Ausman, D. C.: Journal-Lancet 76:290 (Oct.) 1 
7. Flynn, R. T.: Therapy with Cobalt and Iron for Correction of Anemia in Pregnancy, Presented at Michigan and Wayne Co. A 
GP. Postgrad. Clinic, Detroit, Mich., Nov. 11-12, 1959. .. Tevetoglu, F., and Ozkaragoz, K.: M. Times 86:81 (Jan.) 1958. 9. Craig, P. 
Clin. Med. 6:597 (April) 1959. 10. Hill, J. M.; LaJous, , and Sebastian, F. J.: Cobalt Therapy in Anemia, Texas J. Med. 51 
(Oct.) 1955. 11. Tevetoglu, F.: J. Pediat. 49: 46 (July) 1308. 

EACH ENTERIC COATED, 


Cobalt chicride 
“The Rabmone Erythropoietin.” (Cobalt as Co. 3.7 mg.) 
Roncovite literature also Ferrous sulfate, exsiccated 


available on request. DOSAGE: The maximum adult dose of Roncovite-MF is 
one tablet after each meal and at bedtime. 


M.: 

1956. 

cad. 
E.: 
1686 


LLOYD BROTHERS, INC. CINCINNATI 3, OHIO 
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“Sometimes, I almost 
wish I were human so 
I could clear up this 
close-up, clogged-up 
nose of mine with 


TRIAMINIC®.” 


...and for humans Nasal congestion often persists with “bulldog tenacity.” Nose drops 
r and sprays often reach only the more superficial respiratory mem- 

with branes and therefore fail to provide adequate relief. Furthermore, 
CLOGGED-UP they may add to the patient’s misery by producing rebound congestion, 


ciliary inhibition, and eventually “nose drop addiction.” TRIAMINIC 

NOSES... reaches all nasal and paranasal membranes systemically — provides 
more complete, longer-lasting relief while it avoids the harmful side 
effects associated with topical medication. 


Indications: nasal and paranasal congestion, sinusitis, postnasal drip, 
upper respiratory allergy. 


Relief is prompt and prolonged Each Triaminic timed-release Tablet provides: 
because of this special timed-release action: Phenylpropanolamine HCl................ 50 mg. 
Pheniramine maleate..................... 25 mg. 
Pyrilamine maleate....................... 25 mg. 
first — Dosage: 1 tablet in the morning, midafternoon and at bedtime. 
In postnasal drip, 1 tablet at bedtime is usually sufficient. 


to t Each timed-release Triaminic Juvelet® provides: 

to 4 hours of rette ¥% the formulation of the Triaminic Tablet. 
then — the core Dosage: 1 Juvelet in the morning, midafternoon and at bedtime. 
aive3 te 4 more Each tsp. (5 ml.) of Triaminic Syrup provides: 


¥% the formulation of the Triaminic Tablet. 

Dosage (to be administered every 3 or 4 hours): 
Adults —1 or 2 tsp.; Children 6 to 12—1 tsp.; 
Children 1 to 6 — % tsp.; Children under 1 — % tsp. 


® 
i% R [AM I N I & timed-release tablets, juvelets, and syrup 
running noses iand open stuffed noses orally 


SMITH-DORSEY - a division of The Wander Company « Lincoln, Nebraska 


hours of relief 


: 
: 
im 
d 
5 
; 
t 


in the “ulcer prone’ 


in the ulcer patient ‘ 


,..What good are antacids if the ache is still there? 
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much more than an onal 
™ blocks all three sources of 


| pre-ulcer and ulcer pain 


Antacid relief is only partial, because 
acid causes only part of your patient’s 
discomfort. In almost every case, he 
suffers with painful G. I. spasm, too. 
Kolanty] stops it. Of course, most 
antacids will soothe irritated mucosa. 
Kolantyl, however, does more... helps 
prevent further erosion, promotes 
healing. And when you prescribe 
Kolantyl, your patients will take 
it gladly. You see, Kolantyl 
tastes extra good. 
Dosage: 1 tablespoonful or 
2 tablets, every three 
hours, as needed. 


i Formula: Each tablet or 10 cc. Gel 
2 (2 teaspoonfuls) contains: 

Bentyl (dicyclomine) Hydrochloride 5 mg. 
Aluminum Hydroxide Gel, Dried......400 mg. 
Magnesium Oxide, mg. 
Sodium Laury] 25 Mg. 
Methylcellulose 100 mg. 


TRADEMARKS: BENTYL@®, KOLANTYL® 
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e increases bile 


DECHOTYL stimulates — e improves motility 
the flow of bile— 

a natural bowel 
regulator 


© softens feces 
==" DECHOTYL expedites fluid 
penetration into bowel contents 


e emulsifies fats 
DECHOTYL facilitates 
lipolysis — prevents 

inhibition of bowel motility 
by unsplit fats 


helps free your patient from both... 
constipation and laxatives 


DECHOTYL 


TRABLETS” 


well tolerated...gentle transition to normal bowel function 


Recommended to help convert the patient—naturally and gradually—to healthy 
bowel habits. Regimens of one week or more are suggested to assure mainte- 
nance of normal rhythm and to avoid the repetition of either laxative abuse or 
constipation. 


Average adult dose: Two TRABLETS at bedtime as needed or as directed by a physician. 


Action usually is gradual, and some patients may need 1 or 2 TRABLETS 3 or 4 times daily. AMES 
COMPANY, INC 
Elkhart « Indiana 


Contraindications: Biliary tract obstruction; acute hepatitis. 


DECHOTYL TRABLETS provide 200 mg. DECHOLIN,® (dehydrocholic acid, AMES), 50 mg. 
desoxycholic acid, and 50 mg. dioctyl sodium sulfosuccinate, in each trapezoid-shaped, 
yellow TRABLET. Bottles of 100. AMES 


*AMES T.M. for trapezoid-shaped tablet. 84160 


Toronto * Canada 
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mfor a smoothm 
downward curve 


New Rautrax-N results in prompt lowering of blood pres- 
sure.’ Rautrax-N, a new and carefully developed antihyper- 
tensive-diuretic preparation, provides improved therapeutic 
action! plus enhanced diuretic safety for all degrees of essen- 
tial hypertension. A combination of Raudixin and Naturetin, 
Rautrax-N facilitates the management of hypertension when 
rauwolfia alone proves inadequate, or when prolonged treat- 
ment, with or without associated edema, is indicated. 
Naturetin, the diuretic of choice, also possesses marked 
antihypertensive properties, thus complementing the known 
antihypertensive action of Raudixin. In this way a lower 
dose of each component in 
Rautrax-N controls hyper- 
tension effectively with 
few side effects and 
greater margin 
of safety 


1-16 


Other advantages are a balanced electrolyte pattern!-16 and 
the maintenance of a favorable urinary sodium-potassium 
excretion ratio.2-16 Clinical studies!5 have shown that the 
diuretic component of Rautrax-N—Naturetin—has only a 
slight effect on serum potassium. The supplemental potas- 
sium chloride provides additional protection against potas- 
sium depletion which may occur during long term therapy. 


Rautrax-N may be used alone or in conjunction with other 
antihypertensive drugs, such as ganglionic blocking agents, 
veratrum or hydralazine, when such regimens are needed 
in the occasionally difficult patient. 


Suppyy: Rautrax-N—capsule-shaped tablets providing 50 
g. Raudixin (Squibb Rauwolfia Serpentina Whole Root) 
and 4 mg. Naturetin (Squibb Benzydroflumethiazide), with 
400 mg. potassium chloride. 
Dosage: Initially-1 to 4 tablets daily after meals. Mainte- 
nance-1 or 2 tablets daily after meals; maintenance dosage ~ 
may range from 1 to 4 tab- 
lets daily. For complete in- 
structions and precautions 
see package insert. Litera- 
ture available on request. 
References: 1, Reports to the Squibb 
Institute, 1960. 2. 
Porter, G. A., and Gray, R. 
graphs on Therapy 5: (Fab,) 1960. 
and Forsham, P. ih Op. cit. 5:4 
(Feb.) 1960. 4. Fuchs, M.; Moyer, J. 
cit. 5:55 


Breneman, G. M. and Keyes, J. W.: 
Henry Ford Hosp. M. Bull. 7:281 
(Dec.) 1959. 9. Forsham, P. H.: 

75 (Dec. 


$.3 nd Weiss, 
zis (Dee) i959. 14. Moser, 
313 (Dec.) 1959. 15. 
Kahn, A. Grenbiatt, |. J.: 
2:15 (Dec.) 1959. ne Groliman, A.: 


on Therapy 
§:1 (Feb.) 1960. 


ingredient 


ano ‘MATURETIN’ ARE SQUIBS TRADEMARKS. 


The proved, effective 
now combined with a safer, better Giusetic. | 


—_ Standardized Whole Root Rauwotfia Serpentina (Raudixin) 
Benzydroflumethiazide (*Naturetin) with Potassium Chloride 


JOURNAL A.O.A., VOL. 60, OCT. 1960 


1960. 6. ira, G. H., Jr.; Shaw, D. M., 
and Bogdonoff, M, D.: North Carolina 
M.: M. Times, to be published. 8. 
1959, 10. Larson, E.: Op. cit. 2;10 
(Dec.) 1959. 11. Kirkendall, W. M.: 
— Op. cit. 2:11 (Dec.) 1959, 12. Yu, P. 
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to 
contain 
the 
bacteria-prone 


cold 


(Triacetyloleandomycin, Triaminic® and Calurin®) 


safe antibiosis 


Triacetyloleandomycin, equivalent to oleandomycin 
125 mg. This is the URI antibiotic, clinically effective 
against certain antibiotic-resistant organisms. 


fast decongestion 


Triaminic®, 25 mg., three active components stop run- 
ning noses. Relief starts in minutes, lasts for hours. 


well-tolerated analgesia 


Calurin®, calcium acetylsalicylate carbamide equivalent 
to aspirin 300 mg. This is the freely-soluble calcium 
aspirin that minimizes local irritation, chemical erosion, 
gastric damage. High, fast blood levels. 


TAIN brings quick, symptomatic relief of the common 
cold (malaise, headache, muscular cramps, aches and 
pains) especially when susceptible organisms are likely 
to cause secondary infection. Usual adult dose is 2 Inlay- 
Tabs, q.i.d. In bottles of 50. B only. Remember, to con- 
tain the bacteria-prone cold...TAIN. 


SMITH-DORSEY + LINCOLN, NEBRASKA 


a division of The Wander Company 
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How much blood loss a patient can withstand depends on many factors. However, the wisdom of 
holding blood loss to a minimum is generally accepted. 


Clinical studies show increased capillary permeability and fragility cause abnormal bleeding siccach times 
as often as do coagulative and other intravascular defects.'* 


Adrenosem decreases capillary permeability and promotes the retraction of severed capillary ends by 
restoring normal tone to capillary walls. Thus Adrenosem controls the primary cause of abnormal 
bleeding. 


IN SURGERY .. . Administered preoperatively, Adrenosem _ 1, Haden, f.L., Schneider, R.H., and Underwood, L.C.: 
protects against excessive bleeding from small vessels, adding 
extra safety and providing a clearer operative field. Post- £24. Am. Dent. 58:17 (Apr., 1959). 


operatively, Adrenosem reduces seepage and oozing. 
renosem 


NON-SURGICAL . . . Adrenosem controls internal bleeding 
associated with vascular pathosis, as in peptic ulcer, telan- 
SALICYLATE 
(Brand of carbazochrome salicylate) 


giectasia, purpura, ecchymosis, ulcerative colitis, and others. 
BRISTOL, TENN. ¢ NEW YORK « KANSAS CITY « SAN FRANCISCO *U. S. Pat. Nos. 2581850, 2506294 


THE S.E. MASSENGILL COMPANY 
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SALICYLATE (Brand of carbazochrome salicylate) 


for safe, effective hemostasis... proven by 30 published clinical studies* 


Over six years of clinical use and millions of doses prove the effectiveness and 
safety of Adrenosem. At recommended dosage levels there are no contraindications. 


Supplied: 


Ampuls 5 mg., 1 cc.: packages of 5 and 100 
10 mg., 2 cc.: packages of 5 


Tablets 1 mg. (s.c. orange): bottles of 50 
2.5 mg., (s.c. yellow): bottles of 50 


Syrup 2.5 mg. to each 5 cc. (1 teaspoonful): 4-oz. bottles 
Potency of all dosage forms is stated in terms of the active 
ingredient, adrenochrome monosemicarbazone. 


A detailed brochure is available on request. 
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VM.20 


My Daddy 
maxes it 


ih, 3 


a.nd tens of thousands 


of other youngsters, and oldsters too, 
love their VM. 20. 


A because it’s the most complete liquid multi-vitamin. 
b because it tastes good. 


C because it provides the nutrients necessary 
for vitamin supplementation of 
the nervous, circulatory, muscular systems. 


VM. 20... THE COMPLETE MULTI-VITAMIN. 
VM. No. 20:5 0z. . . . $4.00 
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GLENDALE 1 CALIFORNIA 
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relief from 


for your patients with 


‘low back syndrome’ and 


other musculoskeletal disorders 


POTENT muscle relaxation 
EFFECTIVE pain relief 


SAFE for prolonged use 


; 
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stiffness and pain 


atify IN? relief from stiffness and pain 
in 106-patient controlled study 

(as reported in J.A.M.A., April 30, 1960) 


“Particularly gratifying was the drug’s [Soma’s] 
ability to relax muscular spasm, relieve pain, and 
restore normal movement... Its prompt action, 
ability to provide objective and subjective assist- 
ance, and freedom from undesirable effects re- 
commend it for use as a muscle relaxant and anal- 
gesic drug of great benefit in the conservative 
management of the ‘low back syndrome’.” 


Kestler, O.: Conservative Management of “Low Back Syndrome”, 
].A.M.A. 172: 2039 (April 30) 1960. 


FASTER IMPROVEMENT—79% complete or marked 
improvement in 7 days (Kestler). 


EASY TO USE—Usual adult dose is one 350 mg. tablet 
three times daily and at bedtime. 


SUPPLIED: 350 mg., white tablets, bottles of 50. 
For pediatric use, 250 mg., orange capsules, bottles of 50. 


Literature and samples on request. 


(CARISOPRODOL WALLACE) 


WW) WALLACE LABORATORIES, CRANBURY, NEW JERSEY 
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in musculoskeletal disorders i 


INJECTION 


PHOSPHATE 


usually controls the acute phase 


DEXAMETHASONE 21-PHOSPHATE 


often within 2 hours after injection 
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pani rapid relief and prolonged 


effect—complete solubility 
affords quick diffusion of 
the therapeutic dose 


APPROACH mg. for mg. the most 


active steroid 


pari passes easily through 


small-bore needles 


pari] DIRECT needs no reconstitution— 


no refrigeration 


injection DECADRON Phosphate can be used in strains and sprains, bursitis, 
fibrositis, rheumatoid arthritis, traumatic arthritis, acute gouty arthritis, 
osteoarthritis, osteochondritis, ‘‘trigger’’ points (localized painful areas in 


muscles), tendinitis, whiplash injuries (acute), and muscle trauma. 


Caution: Steroids should not be given in the presence of tuberculosis, chronic 


nephritis, acute psychosis, peptic ulcer, or ocular herpes simplex. 
Note: Do not inject into intervertebral joints. 


DOSAGE AND ADMINISTRATION: 
injection DECADRON Phos- 
phate is ready for imme- 
diate use intramuscularly 
or intra-articularly. 

Dosage varies from 0.4to6 
mg. or more depending on 
the nature and severity of 
the condition. 


SUPPLIED: 

5 cc. vials with 4mg. dexa- 
methasone 21-phosphate 
as the disodium salt per cc. 


Additional information on 
injection DECADRON Phos- 
phate is available at your 
request. 


DECADRON is a trademark 
of Merck & Co., INC. 


Qo) MERCK SHARP & DOHME - Division of Merck & Co., INC. + West Point, Pa. 
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IN 
AGITATION 
AND 
TENSION 


brand of trifluoperazine 


promptly calms and relaxes . . . reduces excitability 
and hyperactivity to normal levels. ‘Stelazine’ has 
little if any soporific effect. In fact, trial of ‘Stelazine’ 
in patients, when they are not at work, will show that 
in almost every case ‘Stelazine’ can be used without 
drowsiness on the job. 


In one study! ‘Stelazine’ was given to crane operators, 
truck drivers, bulldozer operators and railroad engi- 
neers who were tense or agitated. They enjoyed relief 
of emotional distress—without a single case of drowsi- 
ness on the job. 


N.B.: For information on dosage, cautions, contra- 
indications and side effects, see available compre- 
hensive literature or your PDR. 


AVAILABLE: Tablets, 1 mg.,in bottles of 50 and 500; 
and tablets, 2 mg., in bottles of 50. 


1. Maerz, J.C.; Lee, H.G., and Hunter, H.H.: Treatment of Anxiety and 
Depressive Reactions: Special Requirements of Working Patients, report 
accompanying scientific exhibit at the Clinical Meeting of the American 
Medical Association, Dallas, Dec. 2-4, 1959. 


KLINE & 
FRENCH 


leaders in psychopharmaceutical research 
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' feel better- 
‘from the 
first day’s 
patients, , dose! 


Alertonic 


alerts the mind/tones the body 


here’s why: Each day’s dose of Alertonic (3 tablespoonfuls) contains: 


a mild psychic stimulant: Meratran (pipradrol) 
Hydrochloride, 2 mg. 

abundant vitamins & minerals: Vitamin B, (Thia- 
mine Hydrochloride), 10 mg.; Vitamin B, (Riboflavin), 
5 mg.; Vitamin B. (Pyridoxine Hydrochloride), 1 mg.; 
Niacinamide, 50 mg.; Choline, 100 mg.; Inositol, 100 mg.; 
Iodine (as Potassium Iodide), 1 mg.; Calcium Glycerophos- 
phate, 100 mg. and one milligram of each of the following: 
cobalt, manganese, magnesium, zinc, molybdenum. 


in a rich 15% alcohol base 
Dosage: One tablespoonful t.i.d. 30 minutes before meals. 


Supplied: Pint bottles, on B only. 
To date more than 30 million doses have been prescribed. 


THE WM. S. MERRELL COMPANY 
CINCINNATI, OHIO * ST. THOMAS, ONTARIO 
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[Merrell TRADEMARKS: ALERTONIC®, MERATRAN® 
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AN VIOLET 


TABLETS 


the only 
ECIFIC ANTIMYCOTIC 


treatment: of: by the fungus Candida. 
Gentian Violet Tablets eliminate the principal dis- 


advantages of present preparations. They may be 
“used without staining and have 
ical and aesthetic acceptance 

Hyya combines the of gentian violet (1.0 mgm. ) 


with three active agents and bactericides.* 

These’active ingredienternave been incorporated into a mildly 
Nn “gel? forming: which provides for maximum and 
Sprdlonged effectivestéss. Shorter treatment time is required 
without therisual messiness normally experienced. 


One tablet for 12 nights. When necessary one 
tablet twice dail¥'tiay be recommended. Patient should take a 

: Nylmerate Solution water douche on arising and 

preceding next tablet application. 


’ Prescribe Hyva Gentian Violet 
Tablets with applicator—boxes of 12 tablets. 


Write for descriptive li:erature 


*Alkyldimethylbenzylammonium chloride 

(0.5 mgm.) 
Polyoxyethylenenonylphenol (10.0 mgm.) 
Polyethlene Glycol Tert-Dodecylthioether 
(5.0 mgm. ) 


HOLLAND- RANTOS. co., INC. 
145 HUDSON STREET : NEW YORK 13, N. AS awe 
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‘eae! component contributes to the efficacy. 


potent antihistaminic—relieveés nasal stufii- 


ness, sneezing, lacrimation, itching, and 


bronchial COngESt 
pre forants fy a id sen tena- 
Dit :tory tree 
ncho- 
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: is readily acceptable 


BENYLIN EXPECTORANT contains in each fluid- 
ounces: 
Benadryl® hydrochloride 
diphenhydramine hydrochloride, Parke-Davis) 
Aramonium chloride 
Sedium citrate 
Chloroform 
Menthol 
is Available in 16- 


27080 


Supplied: BENYLIN EXPECTORANT 
ounce and |-gallon bottles. 
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PARKE-~DAVIS 


PARKE DAVIS & COMPANY « DETROIT 32, MICHIGAN 
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| in common 
Gram-positive 
infections 


due to 


susceptible 
| organisms 


YOU CAN 


COUNT ON 


® 


(triacetyloleandomycin) 
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even 


in many 
resistant 
Staph* 


1,928 published cases in the two years since 
TAO was released for general use show: 


94.3% effectiveness in respiratory infections (617 cases 
including tonsillitis, staphylococcal and streptococcal pharyngi- 
tis, bronchitis, infectious asthma, broncho-pneumonia, lobar 
pneumonia, bronchiectasis, lung abscess, otitis.) 

You can count on TAO. 


92% effectiveness in skin and soft tissue infections (900 
cases including pyoderma, impetigo, acne, infected skin disor- 
ders, wounds, incisions and burns, furunculosis, abscess, celluli- 
tis, chronic ulcer, adenitis.) You can count on TAO. 


87.1% effectiveness in genitourinary infections (349 
cases including urethritis, cystitis, pyelitis, pyelonephritis, orchi- 
tis, pelvic inflammation, acute gonococcal urethritis, lympho- 
granuloma venereum.) You can count on TAO. 


75.8% effectiveness in diverse infections (62 cases includ- 
ing fever of undetermined origin, peritoneal abscess, osteitis, 
periarthritis, septic arthritis, staphylococcal enterocolitis, gas- 
troenteritis, carriers of staphylococci.) You can count on TAO. 


95.6% of 1,928 cases free of side effects.—in the remain- 
ing 4.4%, reactions were chiefly mild gastrointestinal disturb- 
ances which seldom necessitated discontinuance of therapy. 


* in 884 of 1,928 cases the causative organisms were mostly 
staphylococci. The majority of clinical isolates were found to be 
resistant to at least one of the commonly used antibiotics and 
many patients had failed to respond to previous therapy with one 
or more antibiotics. TAO proved 93.4% effective in these $84 
Cases. 


Complete bibliography available on request. 


DOSAGE: varies according to severity of infection. Usual adult 
dose—250 to 500 mg. q.i.d. Usual pediatric dose: 3-5 mg./Ib. 
body weight every 6 hours. 

NOTE: In some children, when TAO was administered at considerably 
higher than therapeutic levels for extended periods, transient-jaundice 
and other indications of liver dysfunction have been noted. A rapid and 
complete return to normal occurred when TAO was withdrawn. 

SUPPLY: TAO CAPSULES—250 mg. and 125 mg.,bottles of 60. 
TAO ORAL SUSPENSION —125 mg. per 5 cc. when reconstituted, 
palatable cherry flavor, 60 cc. bottles. TAO PEDIATRIC DROPS— 
100 mg. per cc. when reconstituted, flavorful; special calibrated 
dropper, 10 cc. bottles. INTRAMUSCULAR or INTRAVENOUS — 
10 cc. vials, as oleandomycin phosphate. 

OTHER TAO FORMULATIONS ALSO AVAILABLE: TAO®-AC (Tao, analgesic, 
antihistaminic compound) capsules, bottles of 36. TAOMID® (Tao with 
Triple Sulfas)—tablets, bottles of 60. Oral Suspension—60 cc. bottles. 


For nutritional support VIT vitamins and Minerals 
Formulated from Pfizer’s line of fine pharmaceutical products, 


New York 17, N. Y. 
. Division, Chas. Pfizer & Co., inc. 
Science for the World’s Well-Being™ 
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For the patient: FREEDOM FROM PAIN For the physician: FREEDOM OF CHOICE 
: Pyridium relieves.pain, burning, urgency .. Freed from the restrictions of fixed anal- 
and frequency in 30 minutes. Unlike gesic/antibacterial combinations, the 
fixed urinary analgesic/antibacterialcom- physician can choose the urinary antibac- 
i binations, Pyridium analgesia can be con-._ terial most specific for the infection. In 
tinued as needed...stopped...or resumed making your choice of antibacterial, con- 
if pain occurs. sider Mandelamine.® 

YR Mi | 

1 brand of phenylazo-diamino-pyridine HCI MORRIS PLAINS, NJ, 

x stops urinary pain in 30 minutes sii 
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As resistance develops to more and more antibacterials, many , | 
physicians choose Mandelamine as their antibacterial of first . | as 
choice in urinary infections. Mandelamine acts specifically inthe =§==—s J 


urinary tract, and is effective against most urmary pathogens: 

_ (including antibiotic-resistant Staph.). Resistant strains have 
not developed. Sensitization in any form has not occurred, even | 
after prolonged use..,and Mandelamine is economical, too. | 


MANDELAMINE 


worms  Drand of methenamine mandelaté i 
the urine-specific antibacterial ae 
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IN THEORY: 
PHARMACOLOGIC ANTAGONISM 


a central depressant and a stimulant expectorant 


IN THEORY: 
PHARMACOLOGIC ANTAGONISM 


i an expectorant and a decongestant 
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A NEW RESOLUTION OF THE COUGH PARADOX 
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What is the best way to treat a severe, pro- 
tracted, or stubborn cough? 


Many physicians prescribe a central cough 
suppressant, together with an expectorant 
and a nasal decongestant. 


Prescribe pharmacologic antagonists? At 
first glance it may seem absurd to attempt 
to increase respiratory fluid and stimulate 
productive coughing, while simultaneously 
drying up secretions and depressing the 
cough reflex. A paradox? 


NEW TUSSAMINIC EXPECTORANT com- 
bines three such agents, working together 
at different levels of the respiratory tree, 
to produce a beneficial result . . . 


COUGH SUPPRESSANT dihydrocodeinone— 
pharmacologically more active than 
codeine, but with less tendency to cause 
constipation, nausea, and drowsiness. In 
the dosage employed, it does not abolish 
cough reflexes, but merely raises the thresh- 
old of the medullary cough center. As a 
result, a minor irritative stimulus is unlikely 
to trigger a chain of coughing. 


EXPECTORANT glyceryl guaiacolate — ca- 
pable of increasing respiratory tract fluid 
200% , and free from the side effects of the 
iodides. It loosens and liquefies thick, irri- 
tating mucus, helping remove a major 
source of irritation to the lower bronchial 
mucosa, making the cough more productive. 


DECONGESTANT TRIAMINIC — provides 
complementary action. Postnasal drip often 
precipitates the cough. TRIAMINIC stops 
postnasal drip irritating to the sensitive 
pharyngeal and laryngeal membranes... . 
Paradox of the pharmacologic antagonists 
resolved. 


Only NEW TUSSAMINIC EXPECTORANT 
provides this complementary and effective 
combination of dihydrocodeinone, glyceryl 
guaiacolate, and TRIAMINIC. 
(It’s colorful; it’s mint-flavored; 
your patients will like it.) 

Each tsp. (5 ml.) of Tussaminic Expectorant provides: 
DIHYDROCODEINONE BITARTRATE . 1.67 mg. 

(Warning: May be habit forming) 
TRIAMINIC®.. 


pheniramine maleate . . . . 6.25 mg. 
pyrilamine maleate . . . . . 6.25 mg.) 


GLYCERYL GUAIACOLATE . . . 100mg. 
CHLOROFORM. .. . 13.5 mg. 
Dosage: (to be eietehaues one 4 hours) 
< Adults — 2 tsp.; Children 6 to 12 — 1 tsp. 
A NEW AND BETTER RESOLUTION Supplied: Bottles of 1 pint. 


SMITH-DORSEY ¢ a division of The Wander Company 
Lincoln, Nebraska 
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THE AMERICAN OSTEOPATHIC ASSOCIATION 


for graduate training made available through the cooperation of 


Continuing progress in American medicine 
depends how well today’s young physicians 
are fitted for the challenging tasks that lie 
ahead. Knowledge and skill must be devel- 
oped in every possible way. 


In support of this position, Mead Johnson 
& Company makes available annual awards 
to osteopathic physicians for fellowship 
training in the fields of general practice and 
certain specialties. 


In 1961, nine $1,000 awards will be made: 
three in general practice; two in pediatrics; 
two in obstetrics and gynecology; and two 


MEAD JOHNSON & COMPANY 


in internal medicine. Training is to be taken 
in an osteopathic college or college-affiliated 
hospital. 


Grants are available to osteopathic gradu- 
ates of 1957, 1958, 1959, and 1960. Applica- 
tion forms may be secured from the Amer- 
ican Osteopathic Association, 212 E. Ohio 
Street, Chicago 11. Completed forms must 
be returned to the Association by May 1. 


The Association administers this program 
through its Committee on Mead Johnson 
Grants. Mead Johnson & Company, in keep- 
ing with its policy, limits its participation 
solely to the provision of funds. 
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The Upjohn Company, Kalamazoo, Michigan 


Excellent results in 
ulcerative colitis even 
where other 

steroids have failed 


Proctoscopic view 
of the sigmoid 

in acute stage 

of ulcerative 
colitis 


In controlling ulcerative colitis 
(recurrent, moderately severe, severe, 
and resistant), Depo-Medrolt can 

be given topically (by enema or rectal 
instillation) in requisitely large doses 
without producing significant side 
effects. Excellent results are obtainable 
even where other steroids have 

failed and improvement continues on 
oral Medrol maintenance dosage. 


Proctoscopic view 
of the 
following 
Depo-Medrol 
retention enemas 
for acute stage 


a there Is only one 
methyiprednisoione, 
and that Is 
Medrol 
Proctoscopic view the corticosteroid 


of sigmo.d colon 
in a normal person 


that hits the disease, 
but spares the patient 


Medrol is supplied as 4 mg. tablets in bottles 
of 30, 100 and 500; as 2 mg. tablets in bottles of 
30 and 100; and as 16 mg. tablets in bottles 

of 50. Depo-Medrol is supplied as 40 mg. per cc. 
injectable suspension in 1 cc. and‘5 cc. vials. 
Mode of administration: Depo-Medrol 

(40-120 mg.) given as retention enema or by 
continuous drip three to seven times weekly. 


*Trademark, Reg, U. S. Pat. Off.—methylprednisolone, Upjohn 
tTrademark 
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.TEN YEARS OF GROWING CONFIDENCI 
_ IN THE EFFECTIVENESS AND SAFETY OF 


PROBENECID 


IN GOUT 


« 


4 
7 | 


Therapy, Art 


hritis a 


OW = 


Se 


Mi 


DENEMTD 
Rheumatism 22193, 


GOUT? 


reaction....Patients tolerate the dr 


ug well." 


Qui Lockie. 
American Medité 
Tune 307. 1057 
ricosuric agent 


Uli, 


Patient Have Gout?, Scientific Exhibit 


‘Your 


out interruption 


On 


and Rich 


ards 


Rate 


C.: 


Supp/y: BENEMID* probenecid, 0.5 Gm. tablets, bottles of 100 and 1000. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


Also available: Co.BENEMID* 0.5 mg. colchicine and 0.5 Gm. BENEMID. Bottles of 100. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., ipo WEST POINT, PA. 


*BENEMID AND CoLBENEMID ARE TRADEMARKS OF MERCK & CO., Inc. 
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Essential Aid to the 
_ Busy Practitioner! 


| 

NO. 1003 
| SUCTION and 
| PRESSURE UNIT 


@ Suction, 0” to 25” 
@ Pressure, 0 to 30 Ibs. 
Aspirating 
@ Spraying 
@ Nebulizing 


All these treatment facilities are yours with this 
one compact, dependable Gomco unit. Precision 
gauges and regulator valves insure accurate con- 


trol. Easily-cleaned cabinet is available in hand- 
Gomco verflow Valve—Iif suction le 
Gomco baked dently becomes flooded, liquid in line automatically 
frosion-resistant tings are chrome-p ted. 


: . actuates a valve which closes to protect pump from 
Cabinet provides ample space for all accessories. damage. 


: Motor and pump are rubber-mounted for quiet, ACCESSORIES—Silk-covered spray tube with connec- 
vibration-free operation. tion for spray bottles, suction tubing and five 2-oz. 
Phone your dealer for a demonstration of the salt-mouth bottles. 


Gomco No. 1003 Suction and Pressure Unit. 


GOMCO SURGICAL MANUFACTURING CORP. 


830-M E. Ferry St., Buffalo 11, N.Y. 
Distributed Outside the U.S.A. and Canada by INTERNATIONAL GENERAL ELECTRIC COMPANY 
150 East 42nd Street, New York 17, N.Y. 
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whenever bowel 
evacuation is 
required 


a laxative with 


a bibliography Dulcolax’ 


brand of bisacody! 


Over comparatively few years, 89 evacuates with virtually no irritation 
scientific reports on the use of Dulcolax or toxicity 
have appeared in the literature.* Sigmoidoscopy has not demonstrated 

evidence of irritation; non-absorption 
This ample documentation clearly militates against possibility of systemic 
establishes that Dulcolax: reaction. Regardless of the 
acts with timed predictability patient’s age or sex, Dulcolax 


tablets and suppositories provide 
unsurpassed certainty of action 
and a remarkable safety record. 


*Complete Bibliography on Request 


Action overnight with the tablets; 
generally within the hour with 
suppositories. 


laxates but does not purge Dulcotax®, brand of bisacodyl, tablets of 5 mg. in boxes of 6 
One, occasionally two, evacuations of and bottles of 100. Suppositories of 10 mg. in boxes of 
and 48. 


soft, formed stools are the usual result. —_ Under license from C. H. Boehringer Sohn, Ingelheim. 
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LABORATORIES, INC. 


over five yean 


...for the tense and nervous patient 


Despite the introduction in recent years of “new and different” tranquil- 
izers, Miltown continues, quietly and steadfastly, to gain in acceptance. 
Meprobamaie (Miltown) is prescribed by the medical profession more than 
any other tranquilizer in the world. 


The reasons are not hard to find. Miltown is a known drug. Its few side 
effects have been fully reported. There are no surprises in store for either 


the patient or the physician. 
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in more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


simple dosage schedule produces rapid, reliable 
l tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
dosage readjustments 


does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


does not impair mental efficiency or normal behavior 


meprobamate Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets; 
or as MEPROTABS*—400 mg. unmarked, coated tablets. 


qi WALLACE LABORATORIES / Cranbury, N. J. 
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now—two FILIBON formulas 


for individualized pre- and postnatal support 


two formulations —both phosphorus-free, both with 
noninhibitory intrinsic factor and well-tolerated iron — 
providing greater flexibility in meeting individual 
requirements in pregnancy and lactation. 


you can recommend: 


FILIBON® Capsules 


Prenatal Supplement Lederle 


Each capsule contains: 


Vitamin A (acetate)............ 4,000 U.S.P. Units 
Thiamine Mononitrate (B:)................. 3 mg. 
Vitamin By with AUTRINIC® Intrinsic 

Factor Concentrate ....... wakes ¥ N.F. Oral Unit 
Ascorbic Acid (C) (as Calcium Ascorbate). 50 mg. 
Vitamin K (Menadione) .............+.5+- 0.5 mg. 
Ferrous Fumarate (Elemental iron, 30 mg.) . 91.2 mg. 
Cooper: CaO): 0.15 mg. 
Potassium (as K2SQ,) 0.835 mg. 
Manganese (as MnQz) 0.05 mg. 
Magnesium (as MgO) 9.15 mg. 
Molybdenum (as NasMoQ,.2H:O)........ 0.025 mg. 
Calcium Carbonate 575 mg. 


or you can prescribe: 


FILIBON® F.A. Capsules 


Prenatal Supplement with Folic Acid Lederle 


The complete FILIBON formula, 
plus 1.mg. of Folic Acid, essential 
for the prevention of the common 
megaloblastic anemias of pregnancy. 


LEDERLE LABORATORIES 
A Division of 
AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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Children are happier when doctors choose Fleet’ Enema 


They are more willing to accept this ready-to-use pediatric enema because they are spared the ordeal 
of complicated old-style procedures. The compact Fleet Enema takes less than a minute to give and 
avoids the discomfort of large volumes of liquid. Insertion is made easy and safe because of the 
pre-lubricated, anatomically correct 2-inch rectal tube.’ Fleet Enema can be prescribed 
with confidence as “a safe and effective enema preparation for even small children.” 


Widely useful for a variety of diagnostic and therapeutic 
even for your patients, on sodium-restricted pre npn Systemic READY-TO-USE SQUEEZE BOTTLE 


absorption is negligible.” 
Pediatric size, 2% fl.oz. Regular size, 4¥2 fl.oz. 100 cc. contains: 16 


Gm. sodium biphosphate and 6 Gm. sodium phosphate. Also available: 

Fleet Oil Retention Enema, 41%-fl.oz. ready-to-use unit containing 

Mineral Oil U.S.P. 

1. Frech, H. C., and Lanier, L. R., Jr: Am. J. Obst. & Gynec. 74:1146, 1957. 2. Way,W.G,et C. B, FLEET CO., INC. LYNCHBURG, VIRGINIA 
al.: Virginia M. Month. 85: 291, 1958. 3. Hellman, L. D.: To be published. 
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Hard filled 
capsules in 
bottles of 30. § 


4 mg. 


Medules 


pH-patterned 
slow release... 


not here 
at pH 1.2 


In the relatively acid 
medium of the fasting 
stomach, Medules are 
kept essentially intact by 
their special pH-sensitive 
coating (about 5% of 
Medrol content released 
in 2 hours at pH 1.2). 


but here 
at pH 7.5 


In the environment of the 
duodenum (at pH of 
approximately 7.5) 90% 
to 100% of the Medrol 
content is released 
within 4 hours. 


Means 
gradual steroid 
absorption 


: 
A 
eroid 
therapy 
a 
06" 
© 
tracted that even among 
o rheumatoid arthritis 
patients “morning stiffness 
© a great majority of 
these patients just doesn’t 
pp N.V.: Curr. Th “al 
 Medrol hits the: dise se 


from the film: SURGICAL REPAIR OF FACIAL LACERATIONS FOR OPTIMUM COSMETIC RESULTS, C. P. Vallis, M.D., Tufts Medical School and Lynn 
Hospital, Lynn, Mass. 16 mm., color, sound, 20 min. (Obtainable from Paul F. MacLeod, M.D., Medical Director, Eaton Laboratories, Norwich, New York.) 


Lacerations: fight infection, facilitate healing 


Prevention of infection is important in minimizing disfigurement from 
traumatic lesions. Applied after wound closure, gauze impregnated with 
Furacin Soluble Dressing is an ideal adjunct to fine surgical technic. 


In clinical use for more than 13 years and today the most widely prescribed 
single topical antibacterial, Furacin retains undiminished potency against 
pathogens such as staphylococci that no longer respond adequately to other 
antimicrobials. Furacin is gentle, nontoxic to regenerating tissue, speeds 
healing through efficient prophylaxis or prompt control of infection. Unique 
water-soluble bases provide thorough penetration, lasting activity in wound 
exudates, without “sealing” the lesion or macerating surrounding tissue. 


the broad-spectrum g 
bactericide exclusively 
for topical use 


brand of nitroturazone 


in dosage forms for every topical need 


Soluble Dressing / Soluble Powder 

Potent Solution /Cream /HC Cream 

more (with hydrocortisone) / Vaginal 

hie Suppositories / Inserts / FURESTROL® 
se Suppositories (with diethylstilbestrol) 
Special Formulations for Eye, Ear, Nose 
NITROFURANS—a unique class of antimicrobials 
EATON LABORATORIES, NORWICH, NEW YORK 
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gastroenteritis 
motion sickness 
pregnancy 

anxiety and tension 
infectious diseases 
antibiotic therapy 
surgical anesthetics 
radiation therapy 
chronic alcoholism 


drug intoxication 


A dosage form 


for every need: 
Tablets, 


Spansule® capsules, 
Ampuls, 
Multiple-dose Vials, 
Suppositories 


and Syrup. 


For information on dosage, 
cautions, contraindications 
and side effects (such as 
occasional neuromuscular 
reactions), see your 
Compazine® Reference 
Manual or PDR. 


SMITH KLINE: & FREN 


= more doctors are prescribing — 


more patients are receiving the benefits 
= more clinical evidence exists for — 


“Chlorothiazide was given to 16 “... our program has been one of “Chlorothiazide is an excellent agent 
patients for a total of 295 patient- polypharmacy in which we attempt for relief of swelling and breast sore- 
treatment days.” “Chlorothiazide is to deplete body sodium with chloro- ness associated with the premen- 
a safe, oral diuretic with a clinical thiazide. This drug is continued in- strual tension syndrome, since all 
effect equal to or greater than a definitely as background medication patients [50] with these complaints 
parenteral mercurial.” Harvey, S. D. for all antihypertensive drugs.” were completely relieved.” Keyes, 
and DeGraff, A. C.: N. Y. State J. Moyer, J. H.: Am. J. Cardiology, J. W. and Berlacher, F. J.: J.A.M.A., 
Med., 59:1769, (May 1) 1959. 3:199, (Feb.) 1959. 169:109, (Jan. 10) 1959.. 


DOSAGE: Edema—One or two 500 mg. tablets SUPPLIED: 250 mg. and 500 mg. scored tablets DIURIL 
DIURIL once or twice a day. Hypertension— (chlorothiazide) in bottles of 100 and 1,000. 

One 250 mg. tablet DIURIL twice a day to DIURIL is a trademark of Merck & Co., INC. 

one 500 mg. tablet DIURIL three times a day. Additional information is available to the physician on request. 


A 
| in congestive failure in hypertension in premenstrual edema 
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(CHLOROTHIAZIDE) 


than for all other divretic-antihypertensives combined! 


“One hundred patients were treated with 
oral chlorothiazide.” ‘‘In the presence of 
clinically detectable edema, the agent was 
universally effective.” ‘“Chlorothiazide is 
at present the most effective oral diuretic 
in pregnancy.” Landesman, R., Olistein, 
R. N. and Quinton, E. J.: N. Y. State J. 
Med., 59:66, (Jan. 1) 1959. 
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“All three of the patients with Laen- 
nec’s cirrhosis, ascites and edema 
had a favorable response, with a mean 
weight loss of 8 Ibs., during the five- 
day treatment period with a slight 
decrease in edema.” Castle, C. N., 
Conrad, J. K. and Hecht, H. H.: Arch. 
Int. Med., 103:415, (March) 1959. 


“In a study of 10 patients with the 
nephrotic syndrome associated 
with various types of renal disease, 
orally administered chlorothiazide 
was a successful, and sometimes 
dramatic, diuretic agent.” Burch, 
G. E. and White, M. A., Jr.: Arch. 
Int. Med., 103:369, (March) 1959. 


Qo) MERCK SHARP & DOHME 
Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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in nine years Novahistine hasn't cured a single cold...but it has been prescribed 
for relief of symptoms 
in over 10,000,000 patients* 


Novahistine LP tablets begin releasing medication promptly and continue bringing relief 
for 8 to 12 hours. Two Novahistine LP tablets in the morning and two in the evening will 
effectively control the average patient's discomfort from a cold. Each tablet contains 25 
mg. phenylephrine HCI and 4 mg. chlorprophenpyridamine maleate. 


*Based on National Prescription Audits of new Novahistine prescriptions since 1952. 


ni 5 PITMAN-MOORE COMPANY owision oF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 
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Novahistine | P 


LONG ACTING 
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Tetracycline now combined with the new, more active antifungal anti- 
biotic— Fungizone—for broad spectrum therapy Pd antimonilial prophylaxis 


A new advance in broad spectrum antibiotic therapy, 
MYSTECLIN-F provides all the well-known benefits of tetra- 
cycline and also contains the new, clinically proved antifungal 
antibiotic, Fungizone. This Squibb-developed antibiotic, which 
is unusually free of side effects on oral administration when 
given in oral prophylactic doses, has substantially greater in 
vitro activity than nystatin against strains of Candida (Monilia) 
albicans. 

Thus, in addition to providing highly effective broad spec- 


with such therapy. It helps to protect the patient from trouble- 
some, even serious, monilial complications. 

New Mysteclin-F provides this added antifungal protection 
at little.increased cost to your patients over ordinary tetracy- 
cline preparations. 


Available as: MYSTECLIN-F CAPSULES (250 mg./50 mg.) MYSTECLIN-F 
HALF STRENGTH CAPSULES (125 mg./25 mg.) MYSTECLIN-F FOR 
SYRUP (125 mg./25 mg. per 5 cc.) MYSTECLIN-F FOR AQUEOUS 
DROPS (100 mg./20 mg. per cc.) 

For complete information, consult package insert or write to Profes- 


trum therapy, MYSTECLIN-F prevents the monilial over- NEW sional Service Department, Squibb, 745 Fifth Avenue, N. Y. 22, N. Y. 


growth in the gastrointestinal tract so commonly associated 
Squibb Quality — MYSTE C LI N F 


the Priceless Ingredient 


Squibb Phosphate-Potentiated Tetracycline (SUMYCIN) pilus Amphotericin B (FUNGIZONE) 


ano runcizone’@ ane souiee 


JOURNAL A.O.A., VOL. 60, OCT. 1960 


4 
Ty 
| 
; 
| 
4 
j 
i 
| 
WEED 
Cs 
A-73 
ile 


but it is better tolerated 


tablet 


THE 


GEORGE W. NORTHUP, D.O., Livingston, New 
Jersey 


The theme of this convention is “65 Years of Osteo- 
pathic Progress.” Perhaps the honor of delivering a 
keynote speech such as this should be given to an 
historian, rather than to one who has sometimes been 
burdened by contemporary organizational problems. 
Yet the past walks so deeply into the present, and 
the present already foresees the future, that a con- 
temporary analysis may well serve the purposes of 
this profession. 

Historians, as objective as they may try to be, 
color their excursions into history with the full in- 
fluence of their own experiences. I can no more 
escape this tendency than I would deny my heritage. 
Optimists view history with unashamed optimism, 
and pessimists view it equally with gloom and de- 
spair. All of us, optimists and pessimists alike, loudly 
proclaim our “realistic” viewpoints with an air of 
self-appointed sanctity. 

Keenly aware of my own shortcomings, I do, how- 
ever, dare to look at the 65 years of osteopathic 
progress with you for a few moments this morning; 
for it is out of the past that has emerged the very real 
and equally challenging osteopathic profession of 
today. It is out of our past that our present successes 
have been achieved, and it is out of the past that 
our present problems had their breeding. 

To isolate 65 years of osteopathic progress as a 
separate island of medical history does violence to 
both historical perspective and the position of osteo- 
pathic medicine in the scientific and sociologic-eco- 
nomic life of our times. We might as well view the 
last 6 months in the osteopathic profession as a 
true picture of the place of osteopathic medicine 


*Keynote address presented at the Sixty-Fourth Annual Convention of 
— Osteopathic Association, Kansas City, Missouri, July 18, 
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in world medical history, as to view 65 years of our 
history and say that this is a true picture of our pro- 
fession with all of its tones and overtones, past, pres- 
ent, and future. 

Almost since the beginning of time, man has 
sought two goals: One, to conquer the diseases 
which afflict him; and two, to achieve a positive 
sense of well-being in both mind and body. Both 
goals and their pursuit result from basic human 
drives. Self-preservation and ease and comfort of 
living are factors motivating many of the actions of 
man. 

In order to maintain health and avoid disease, 
man looked for help and easement from what were 
to him logical sources. He searched for a superior 
being, a god or gods who could be invoked not only 
for spiritual but also physical salvation. However, 
this was basically contrary to the teaching of all the 
religions. All great religious teachers have pointed 
man away from a belief that was self-centered to one 
that was God-centered. Man’s spiritual life has rare- 
ly been established as a personally moral or physical 
anodyne. 

Therefore, early in man’s progress, he turned to 
himself and to other human beings in his quest for 
health and the relief of disease. Early in the history 
of medical science, a dichotomy of approaches to 
these challenges arose. Although perhaps not the 
first, but certainly the most striking examples of these 
two approaches emerged in the Greek era. 

The hippocratic philosophy, to which modern 
medicine periodically pledges its allegiance, con- 
cerned itself with the study of man and his nature 
as a foundation upon which to build its analysis 
of health and disease. Since Adam, man has been 
fascinated by his own genius and has devoted con- 
siderable attention to himself and his comfort. De- 
spite this intense self-interest, he soon found himself 
face to face with basic imponderables. Certainly, if 
this is still true in the self-styled enlightened twen- 
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tieth century, how much more it must have been in 
the time of Hippocrates. 

The basis of hippocratic philosophy even today 
seems a reasonably sound foundation upon which to 
develop and improve the practice of the healing 
arts; yet because the study of man had so many 
arid areas of “practical” application of knowledge, 
it was not surprising that early Greek physicians 
sought external answers to man’s internal chaos. 
Shortly, therefore, other schools of medicine emerged 
which sought the elimination of external exciters of 
disease and persistently searched for outside agents 
for relief and removal of the by-products of disease. 
The search centered around methods of treatment 
that would relieve, repair, or remove, rather than 
upon a more basic study of the nature of man or 
the reasons why he should fall heir to disease. 

Philosophically, medicine has preached the theory 
of Hippocrates, but has largely practiced the pre- 
cepts of what seems to some the more “practical” 
approach of other schools of medical thought. 

Occasionally throughout the history of medicine, 
men of science have attempted to point out the fal- 
lacy of such an approach, reorient medicine to search 
for its answers within the afflicted organism, and de- 
velop a practice of medicine based on such a 
philosophy. As spiritual precepts constructed to 
meet physical demands do violence to the needs 
and validity of both, so does medicine become some- 
what ludicrous when it uses one yardstick to study 
man and another to achieve his health and the treat- 
ment of disease. 

And so the struggle continues in our age and our 
time. The cloistered scientific student of man’s na- 
ture receives many tributes for his discoveries. How- 
ever, his fame and acclaim become somewhat empty 
tributes when the practice of medicine is daily di- 
rected toward a compromise with death and disease, 
rather than meeting more fully the challenge of a 
deeper study of man himself. 

Men of medical thought and action have too in- 
frequently risen to challenge the existence of the 
gulf that lies between our belief and our practice. 
Hippocrates was such a man, and he was followed 
by others who were willing to accept basic philo- 
sophic precepts as guidelines for basic practice. 
Medical practice today too often lacks a practicing 
allegiance to the validity of anatomic and physio- 
logic truths. 

Modern medicine has made great progress in the 
last 65 years—this no one can deny. Yet, our quest 
still centers more on improved methods of diagnosis 
and treatment of disease than on a better method 
of studying the man who has the disease. We con- 
tinue to search for the “cure” of cancer, arthritis, and 
other equally perplexing problems, when the search 
for a cure for man might be more productive. 

One of the men of medicine who believed that 
the healing arts needed a directing philosophy for 
its practice was Andrew Taylor Still. Over 65 years 
ago, this physician, developed in crucibles of stress 
and personal tragedy, said that the healing mission 
of the doctors of his day was inadequate. Almost 
alone, and against the medical traditions of his time, 
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Andrew Taylor Still . . . tried to redirect 
and reorient the practice of medicine 


of his day to a “philosophy which 


may be a guide to the future” . . . to develop 


within the scope of the medicine of 


his time an approach based on known 
anatomic and physiologic truths 


found within the nature of man himself 


he walked forthrightly into the valley of the unac- 
complished and the unknown. He tried to redirect 
and reorient the practice of medicine of his day to 
a “philosophy which may be a guide to the future.” 
He sought to develop a philosophy for medicine de- 
serving of a practice. He attempted to develop with- 
in the scope of the medicine of his time a type of 
approach based on the known anatomic and physio- 
logic truths found within the nature of man himself. 
If the medical world of his day had not so jealously 
protected the status quo of the then “modern medi- 
cine,” a separate and distinct school of medical prac- 
tice would not have been a necessary result. In fact, 
if medical scientists of his time had merely “sus- 
pended their disbelief’ and willingly demonstrated 
a desire to listen and understand, the existence of 
two schools of medicine would not have been the 
outcome. 

Medicine today has paid far too much attention 
to those things that Dr. Still stated that he was 
against, and too little attention to the basic philoso- 
phy which he was trying to establish. It was true 
that Dr. Still was against the use of drugs, immuni- 
zation procedures, and the use of x-ray as a thera- 
peutic modality. He was against them purely as he 
knew them. In a recent critical analysis of the back- 
ground of osteopathic medicine, this rather enlight- 
ening statement was made by a distinguished medi- 
cal author:' “Still's claim that medicines were poisons 
and surgery a means of murder were less ridiculous 
at that time than medical historians like to admit” 
[italics supplied]. 

Interestingly enough, in recent years this profes- 
sion has been asked to deny statements which it has 
never affirmed. These statements of Dr. Still’s, al- 
though seriously made upon the basis of knowledge 
available at that time, have since been found dictums 
to which no one practicing the healing arts today 
would completely subscribe. The osteopathic pro- 
fession has never been bound to any one individual's 
teaching, any more than medicine itself has been 
bound to the contempor:y medical thought of the 
day of Dr. Still. However, in all fairness, it must be 
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said that Dr. Still’s analysis of the medical world in 
which he found himself was for more accurate than 
the statements made by the men of “modern medi- 
cine” of his time. 

Lest we forget some of the advances in medical 
science of recent years, let us refer to an article on 
the treatment of pneumonia which was published in 
the Journal of the Kansas Medical Society in 1924.? 
The technics of treatment included the following: 

Remember the contagiousness of this disease—have the air 
fresh—some sunshine—skimp the diet—go slow on milk—to 
a solution of soda in a glass, I add moderate doses of aconite, 
gelsemium and belladonna—cool cloths on the head—spong- 
ing the back—3 or 4 doses of quinine—in case of cyanosis 
and apparent collapse with smothering I usually use a fried 
onion poultice, which appears to be life-saving at times— 

ing the chest well with quinine, lard and turpentine— 
add the digitalis to support the heart, kidneys and secretions 
—bromide and maybe a little chloral, too—alcohol or whis- 
key if available—Dover’s powder—sometimes a hot bran 


ck. 

Certainly in this day of modern medicine, none of 
us would claim that we were bound to this type of 
treatment for the management of pneumonia. 

However, this osteopathic profession respects and 
reveres the contribution of Dr. Still and the early 
leaders of this profession, not for what they said that 
might later have been proved false, but for what 
they said that we believe to be valid and crying out 
for greater acceptance today. 

Some time ago, in written consultation with more 
than a hundred different osteopathic physicians who 
had studied the philosophies expressed by Dr. Still 
and the early members of this profession, it was 
discovered that the basic precepts of the osteopathic 
school of medicine were founded upon a broad base 
of anatomic and physiologic truths which modern 
medical discoveries not only do not deny, but are 
continually reaffirming. Although admittedly this is 
a personal interpretation of the statements of others, 
it still holds forth a basic and undeniable challenge 
for the improvement of the medical practice of our 
time, which is needed as greatly as it was in the time 
of Dr. Still. Most of these statements are broad, but 
to me they are fundamental. The overwhelming ma- 
jority of people who were questioned agreed essen- 
tially to these points: 

1. Medicine as an art and a science is in need of a 
pervasive philosophy for its direction. The basic 
philosophy of the osteopathic school was a return to 
the older hippocratic school which concerned itself 
with man the victim of diseases rather than with 
disease a victor of man. 

2. A better understanding of diseases could be 
evolved through a better understanding of the posi- 
tive aspects of health. This statement is in agreement 
with the definition of health recently adopted by the 
National Health Council, as proposed by the World 
Health Organization, which states: “Health is a state 
of complete physical, mental, and social well-being, 
and not merely the absence of disease.” 

3. Any study of health and disease must be based 
upon a total concept of the integration of man with 
his internal and external environment. 

4, There is a reciprocal interrelationship between 
anatomic structure and anatomic-physiologic func- 
tion. 
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5. The roles of the nervous system and the circu- 
latory systems are major factors in the genesis of 
many diseases and deserve further study and re- 
search. 

6. Disease results in impaired structure and re- 
strains the natural processes (adaptive functions) 
that compensate for noxious influences in the envi- 
ronment. 

7. The capacity of the body toward natural im- 
munity from disease is an important factor in health. 

8. The importance of the proper function of the 
musculoskeletal system, both to itself and other re- 
lated systems of the body, must be recognized. 

9. Manipulative therapy is useful in the treatment 
of disease and the maintenance of health. 

10. Recognition must be granted these important 
physiologic facts: Man is not only a chemical, physi- 
ologic, psychologic, and spiritual being, but is also 
equally a mechanical being; disorders of the me- 
chanics of body structure may have deleterious ef- 
fect upon the chemical and physiologic functions. 
This was in reality the recognition of “mechanical 
man. 

I am sure that the overwhelming majority of the 
osteopathic profession would agree that around this 
broad nucleus is the basis for the scientific develop- 
ment of the philosophy of osteopathic medicine. It 
is recognized that internal medication, surgical in- 
tervention, and psychologic insight and therapy are 
all factors useful in the achievement and practice of 
this philosophy. However, it is also recognized that 
disorders of mechanical function in the body of man 
can be important factors in the causation of disease, 
and equally important toward an understanding of 
a rational approach to treatment. 

The power of these basic ideals as expressed in 
the early days of our profession has been the strength 
of our 65 years of progress. Since 1892, when the 
first charter was granted to a college of osteopathy, 
and the formation of a national organization in 1897, 
this profession has evolved from these early teach- 
ings. Organizationally, as well as scientifically, the 
osteopathic profession has developed through 65 
years of trial and error, success and failure, with the 
ultimate achievements which bring us here today. 

This young profession, because it was a new school 
of medicine and because it dared to challenge the 
status quo of the then existent practice of medicine, 
met with severe hardship and opposition. For the 
past 65 years, organizationally this profession has 
worked and sacrificed to develop a proper environ- 
ment for these basic philosophies to take root, flour- 
ish, and grow. Perhaps, as we look back on our 
history, one of our problems may have been the 
overdevelopment of our program for recognition. 
Perhaps the ever-increasing desir for recognition 
has obscured some of our major purposes. 

The obscuring of the purposes of the profession 
may not be a problem limited only to the osteopathic 
profession. Recently Life magazine has been running 
a series of articles titled “The National Purpose.” 
I would recommend a thoughtful reading of these 
articles to every member of this profession. In the 
initial article written by John K. Jessup,* this author, 
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in a critical analysis of our times, quotes a statement 
from Walter Lippmann which has inescapable perti- 
nency to us. Mr. Lippmann writes: 


The critical weakness of our society is that for the time 
being our people do not have great purposes in which they 
are united in wanting to achieve. The public mood of the 
country is defensive, to hold on and to conserve, not to push 
forward and create—almost as if we were a completed society, 
one which has achieved its purposes and has no further 
business to transact. 


I hope that there are not too many members of our 
profession concerning whom this same criticism 
could be made. 

Yet, let us paraphrase Mr. Lippmann’s statement to 
fit our analysis of our 65 years of progress, and imag- 
ine that Mr. Lippmann is speaking to us. Would 
he be correct in saying, “The critical weakness of the 
osteopathic profession is that for the time being its 
members do not have great purposes in which they 
are united in wanting to achieve. The mood of this 
profession has become too defensive, a desire to hold 
on and to conserve, not one to push forward and 
create—almost as if we were a completed profession, 
one which has achieved its purposes and has no fur- 
ther business to transact.” 

The discomfort that one feels in reading this quo- 
tation in this manner may presuppose some validity 
and some pointedness to our present situation. I can- 
not believe that the osteopathic profession through 
its 65 years of progress has not developed basic pur- 
poses, but I can readily believe that too often we 
have been diverted from them. Too often we confuse 
programs within our profession with the purposes of 
our profession. Programs are readily achievable. 
They are programs of recognition, better practice 
rights, and increased opportunities for education; 
and all are achievable goals. However, a purpose is 
in reality a process, not something that you achieve 
but something for which you live. I once heard a 
definition of insanity which seemed both amusing 
and uncomfortably true. “An insane person is one 
who has set a goal for himself and reached it.” As I 
view the development of our 65 years in this pro- 
fession, there comes to the fore occasional evidences 
of both organizational and professional insanity. 

Osteopathic medicine is not and should not be a 
political program. Any program is something achiev- 


It seems to me that ours is not so 
much a problem of rediscovering or even 
restating our basic principles of 
practice, as it is an improvement 
and increased study of its 
use, newer technics of teaching, and 


an accelerated research program 
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able. The secret of basic and fundamental purposes 
is their unachievability. The philosophy of ostep. 
pathic medicine gives this profession direction just 
as our organizational programs give us scope. In. 
creased recognition of the osteopathic profession js 
a program but not a purpose. There are unforty- 
nately within the confines of our profession those 
who have little enthusiasm left for the actual pur. 
poses of osteopathic medicine. However, I can not 
believe that we have rejected the purposes of the 
osteopathic profession, purposes based on a philos- 
ophy and an action based on service. Philosophy, im- 
provement, and freedom are never accomplished 
facts. They are processes of living which should 
serve as a guide for all of us in all walks of life, 
The only way the philosophy of the osteopathic pro- 
fession can be developed is not by fencing it in with 
such terms as “physical medicine,” but by enlarging 
and releasing it to pervade the entire healing arts 
profession. 

In studying the background of this profession, it 
seems to me that ours is not so much a problem of 
rediscovering or even restating our basic principles 
of practice, as it is an improvement and increased 
study of its use, newer technics of teaching, and an 
accelerated research program. This profession should 
not be chagrined that others in the medical world 
are doing basic research which complements our 
principles. Osteopathic medicine has for years de- 
fended the ideal of individual health for individual 
man. Selye, DuBois, and Williams, to name a few, 
are working in fields of basic research and clinical 
evaluation concerning those factors which this pro- 
fession has continually championed. 

However, despite the fact that one of our basic 
purposes as stated in the charter of the first college 
of osteopathy is “to improve the present system,” 
we have at times been diverted from this purpose 
in our desire to provide recognition which in turn 
would provide the proper environment for these pur- 
poses to emerge. Sometimes our political and organ- 
izational acumen in achieving recognitions for the 
profession has almost outrun our ability to provide 
the services that these recognitions make possible. 
There is nothing wrong in this profession’s not achiev- 
ing all possible recognitions of itself, but there is 
something very good about rendering a better type 
of service relative to the recognitions already re- 
ceived. The public more and more understands that 
osteopathic physicians and surgeons are physicians 
and surgeons in every sense of the word. This has 
been one of our programs, and a program which is 
achievable. However, the public has grown to expect 
an added type of service from the osteopathic physi- 
cian, based upon both historical fact and actual ex- 
perience. We must never lose sight of the fact that 
much of the support from the general public for 
programs of the osteopathic profession has devel- 
oped because of services rendered, and relief se- 
cured, which were not readily available from other 
medical sources. 

As we pursue further the differentiation between 
the 65 years of progress relative to the purposes of 
the osteopathic profession and 65 years of progress 


relative to the programs of the osteopathic profes- 
sion, a perspective gained from standing back and 
looking at the development of osteopathic medicine 
may be helpful. 

As stated previously, if some of the basic ideas of 
osteopathic medicine had been more readily ac- 
cepted, the osteopathic profession as a_ separate 
group would never have been the result. When these 
principles of osteopathic medicine were announced, 
a few persons were challenged by their apparent 
validity. Many more became fascinated with some 
of the technical procedures developed for clinical 
use. However, like all new and small groups, a defi- 
nite need for banding together was readily apparent. 

In 1897, a national organization was founded, 
which was called The American Association for the 
Advancement of Osteopathy, and its first meeting 
was held on April 19 of that year in Kirksville, Mis- 
souri. The dues at that time were a dollar a year 
per member, and the membership was small. In 
1898, this new organization recognized the need for 
an official publication to improve its communication 
to its members. In January 1899, a journal was pub- 
lished which was rather euphoniously titled The 
Popular Osteopath. 

In 1899, also, it was found that a dollar a year 
dues was hardly adequate to develop a program and 
meet the needs of a profession. So, the annual dues 
were increased to five dollars, with subsequent 
changes being made until we have arrived at our 
present dues rate. In 1901, the name of the organi- 
zation was changed to that of the American Osteo- 
pathic Association. In September of that year the 
first issue of THE JOURNAL OF THE AMERICAN OSTEO- 
PATHIC ASSOCIATION appeared. 

It is interesting to note that at that time the 
American Osteopathic Association had three stand- 
ing committees. The early journals of this profession 
reveal that most of the organizational time was al- 
lotted to raising educational standards and meeting 
requirements for complete medical licensure. 

From that time until now it has represented what 
I have previously referred to as “The Era of Recog- 
nition.”* Recognition was a desire which unified the 
profession. During this period, a greater proportion 
of the physicians developed their technical skills, 
particularly as related to manipulative therapy, to 
a far greater extent than the basic philosophies were 
explored. It was not until the year 1939 that the 
American Osteopathic Association formally estab- 
lished a committee on research which was later to 
become the Bureau of Research. And it was at this 
time that the American Osteopathic Association be- 
gan making research grants to osteopathic colleges. 

Research in osteopathic medicine, however, had 
gone on before this. Of course the name of Louisa 
Burns stands out as a pioneer in this field. Yet even 
today, as we turn toward the basic purposes of this 
profession, namely, “to improve the present system,” 
there is still a great need for an expanding research 
program. 

To some in the profession, the program of recog- 
nition became the purpose of osteopathic medicine. 
Failing to recognize the differentiation between pro- 
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grams and purposes, individuals have begun to pro- 
claim the philosophy of a “completed profession.” 
And yet it seems to me, as we survey these 65 years 
of progress, that these recognitions which have been 
achieved through the personal sacrifice and imagi- 
nation of our early leaders were programs built like 
bridges across which a profession could move to 
develop its purposes. Much of the early writings in 
our journals point to just this philosophy. These 
bridges of recognition were built of such things as 
equal practice rights, recognitions for your profes- 
sion and your hospitals, and recognitions to provide 
the best possible environment for a profession to 
develop its purposes. 

These bridges were never intended for status 
alone but were intended for service. They have 
brought us merely to the hills from whence new 
horizons are born. They were constructed by service, 
sacrifice, and selflessness, by men of vision, for men 
trained with a capacity for greater vision.® 

There is a desperate need in our time, as there 
was 65 years ago and as there will be 65 years from 
now, for a continual reassessment of the medical 
sciences of our day. It is dangerous, for instance, to 
think that by eliminating disease we have created 
health. The elimination or control of disease is a 
means, not an end. The end is total health, of both 
body and spirit, and the full adaptation of man to 
his physical and emotional environment. 

It is a strange commentary on our times that this 
direction in medicine is being applied to helping 
man live in other worlds, but not necessarily his 
own. No cost seems too great to prepare man for 
his venture into space. Every conceivable test, eval- 
uation, and precaution are being taken to determine 
his capabilities and to protect him against an abnor- 
mal environment. 

Relatively little of this kind of exhaustive study 
has been devoted to fitting man into his natural 
world. We as physicians may have lengthened the 
span of life, but we have done too little to make the 
extended life worth living or to find more basic 
causes of ill health. 

As we plunge into space, let us also seek to find 
the fundamental conditions which will enable man 
to live a full life in the full span of his years. Such 


It is dangerous to think that by 
eliminating disease we have created 
health. Elimination or control of disease 
is a means, not an end. The end is total 
health, of both body and spirit, and 
the full adaptation of man to his 


physical and emotional environment 
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a search will require constant questioning, evalua- 
tion, and reassessment of every concept and hypoth- 
esis on which medical science currently rests. 

There also continues to be a need for a strong 
minority group, co-operating with all other groups 
interested in health care, continually questioning, 
avoiding complacency, and re-evaluating the medi- 
cal sciences of our time. There continues to be a 
desperate need to raise the level of the importance 
of human values in medicine. Too often there is a 
tendency to be so sterile in our approach to disease 
that we overlook man. 

Can a profession with both a program and a pur- 
pose be morally justified by personal security, com- 
placency, and peace of mind in our world today? 
Can we occupy ourselves solely with preparing man 
for life on other planets when we have scarcely 
equipped him to live more abundantly on this one? 
Can we bask in the triumphs of an expanded life 
span when too often we fail to make the extended 
life worth living? Are we as a profession going to 
be merely content to cross the bridges built for us 
and turn our backs on the future merely to admire 
the achievements of the past? Or, on the other hard, 
are we willing to turn our backs to the future merely 
to analyze and criticize the bridges which have been 
constructed, pointing out their weaknesses, and stat- 
ing with almost a pontifical air that because these 
bridges are not built as we would build them, it is 
only a miracle that we are on the other side? Per- 
haps it is a miracle—but it is a fact that we are here. 

Our 65 years of progress, a progress which has had 
its successes and failures, demonstrate unalterably 
that our profession has moved forward on two fronts. 
One was an organizational, political front from which 
developed our programs. The other front, a front 
not nearly so well developed, has been one of scien- 
tific achievement and educational programs. Far too 
often we confuse the organizational program with 
the scientific purposes of the osteopathic profession. 
This confusion has hampered our relationship with 
other health agencies, and with each other. 

Our organizational program has been highly pro- 
ductive. It has produced many things and it leaves 
many things yet to be accomplished. In my opinion, 
the past year has developed more tangible support 
from the public of the osteopathic profession than 
any other year in our history. I feel that in no small 
measure this past year will stand out in the frame- 
work of our 65 years of progress as 2 momentous 
one. I feel further that the success was greatly influ- 
enced by the clear statement of responsibility and 
desire as expressed by the House of Delegates in 
July 1959, which was a clear-cut purpose around 
which programs of giving, and of serving, could be 
developed. 

The osteopathic profession can, if it will, provide 
a new dimension for medicine. However, the new 


dimension will not be supplied by a roll-call vote, 
but will be supplied by a careful review of our pur. 
poses as revealed by a study of our past, and wil] 
provide guidelines for our future. The better use of 
the recognitions which we have achieved may well 
determine our success in the future. 

In one of my more depressed moments during the 
past year, I seriously contemplated the thought of 
titling this address, “A Keynote to What?” And yet 
I soon discovered that a closer inspection of our past 
65 years reveals that neither unfounded exuberance 
nor equally unrealistic depression is a mood upon 
which to either build a program or develop a pur- 
pose. The future of this profession, as our history 
reveals, must not be determined by leaders who have 
lost their faith but by leaders who believe. This pro- 
fession will develop its purposes through the action 
and activities of people who strive to achieve the 
unachievable, not by those who confuse an achieved 
program with an unachieved purpose. 

Our history reveals that the men who built our 
bridges of recognition, in general, built well. At least 
this must be said: The bridges were strong enough 
to carry a profession to its present position. There- 
fore, we would do an injustice to our history, our 
programs, and most important of all, our purposes, 
if we too, with courage and vision, failed to build 
our bridges for the future development of the pur- 
poses of the osteopathic profession. 


An old man, going a lone highway 

Came at the evening, cold and gray 

To a chasm vast and wide, and deep. 

The old man crossed in the twilight dim 
The sullen stream had no fear for him; 
But he turned when safe on the other side 
And built a bridge to span the tide. 


“Old man” said a fellow pilgrim near, 

“You are wasting your strength while building here; 
Your journey will end with the passing day 

You never again will pass this way 

You’ve crossed the chasm deep and wide 

Why build you this bridge at eventide?” 


The builder lifted his old gray head, 
“Good friend, in the path I’ve come” he said 
“There followeth after me today 
A youth whose feet must pass this way; 
This chasm that has been naught to me, 
To that fair haired youth may a pitfall be; 
He too must cross in the twilight dim 
Good friend, I’m building this bridge for him.” 
104 S. Livingston Ave. 
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Clinical management of 


acute hematogenous osteomyelitis* 


DONALD SIEHL, D.O., F.A.C.O.S., Dayton, Ohio 


No attempt is made in this paper to present a full 
résumé of the management of acute hematogenous 
osteomyelitis. It is my aim merely to present some 
comments and several brief case reports to illustrate 
its treatment. 

Several years ago there was a definite decrease in 
the incidence of acute hematogenous osteomyelitis, 
associated with the advent of antibiotics. For a num- 
ber of years we saw very little of this condition. 
Now, in the past 2 or 3 years, we have again been 
seeing considerable bone infection, probably chiefly 
because resistant strains of certain organisms have 
arisen. 

In general, the principles of management in this 
condition are the same as they were prior to the ad- 
vent of antibiotics. Occasionally a case will respond 
well to only antibiotics and general systemic care. 
However, surgical drainage of the infected area of 
bone is usually required. Good surgical treatment is 
essential even if a specific antibiotic can be found to 
combat the particular infection. 

The emphasis in this condition is on early diagno- 
sis. The patient will usually be a child but the dis- 
ease is not unheard of in an adult. The first symp- 
toms are often localized pain and point tenderness 
over an area of a long bone, usually near its extrem- 
ity. This is frequently accompanied by fever and 
quite severe malaise. However, the patient may first 
be seen after the acute episode has subsided. In this 
case the diagnosis will be made chiefly on the basis 
of point tenderness and swelling near the extremity 
of the long bone. In the early stage the roentgeno- 
grams may be entirely negative, because it usually 
takes 14 to 21 days for changes demonstrable by 
x-ray to become manifest. Occasionally they may 
appear a bit sooner. 

In this early stage, when the patient manifests lo- 


*This paper and one by Dr. Wesley V. Boudette (p. 92) were pre- 
sented together at the annual meeting of the American Osteopathic Col- 
lege of Radiology, Los Angeles, October 26, 1959. 
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cal or general symptoms with no positive roentgeno- 
graphic findings, he is best treated with an antibiotic 
and sedation for 24 to 48 hours. If he responds to 
this treatment, it may be continued, with serial roent- 
genograms being obtained at intervals of about 1 
week. If he does not respond, there is probably indi- 
cation for surgical exploration of the medullary canal 
of the bone in this area. As is illustrated by one of 
the case histories, this procedure will sometimes re- 
veal a pus pocket before there is any roentgeno- 
graphic evidence of its existence. If treatment is 
delayed too long, gross bone destruction will begin. 
Regeneration from this process is slow. 

Treatment also includes general nursing care, pro- 

motion of proper elimination, and adequate nutrition. 
Sedation is used as needed and in most instances 
must be rather heavy. An ice bag on the area is gen- 
erally of some value; heat usually aggravates the 
pain. 
It should be ascertained from the patient or his 
parents whether he has had many antibiotics in the 
past. If he has had penicillin frequently it will prob- 
ably not be of value now. In such an instance Chloro- 
mycetin is probably the drug of choice since it has a 
wider spectrum for bone disease than most other 
antibiotics. If the patient has not had penicillin in 
the recent past, it is still the drug of choice until re- 
sponse can be ascertained. 

Oral penicillin is not of value since the blood level 
obtained is not high enough to combat the infection. 
It is necessary to get an extremely high blood level 
of whatever antibiotic is used, and to get it promptly 
and keep it high for several days. Otherwise the or- 
ganism will merely develop resistance to the anti- 
biotic and the infection will continue to progress. 

It has been found that if penicillin is injected in 
more than one location at the same time, the blood 
level is raised to almost twice what it would be from 
a single injection. For this reason, in cases of sus- 
pected osteomyelitis, it is recommended that one of 
the long-acting penicillins be given, one half an am- 
pule or 0.5 cc. in each buttock; if the child is severely 
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Fig. | 


Fig. |. Original films taken in Case !, 4 weeks after onset of 
symptoms. Fig. 2. Another view taken at the same time as Figure 


ill, an additional 0.5 cc. or one half ampule is inject- 
ed in each deltoid area. This will give two to four 
times the blood level that would be obtained if the 
injection were given only in one gluteal area. The 
injections are repeated every 24 hours for the first 2 
to 3 days. Then the multiple injections may be dis- 
continued if the child is responding, and a single 
daily injection can be given. 

If one of the oral antibiotics appears to be the 
drug of choice in a particular case, it should be given 
in sufficient dosage. For instance, 500 mg. of oral 
Chloromycetin should be given every 4 to 6 hours 
around the clock. Only after 72 hours and adequate 
clinical response should the dose be reduced. It can 
then be reduced either to 500 mg. every 8 hours or 
to 250 mg. every 4 hours. Antibiotics must be con- 
tinued for long periods whether or not surgical treat- 
ment is used. 

The orthopedic management of these cases in- 
cludes splinting of the part to prevent pathologic 
fracture and to provide comfort for the patient. If 
treated surgically, the area must be opened wide 
enough to provide adequate drainage, and all areas 
of necrotic bone must be removed. Local instillation 


Fig. 4. In Case |, film taken 3 weeks later showing beginning 
resolution of the osteolytic process. The infection is now under 


Fig. 4 


Fig. 3 


1. Fig. 3. A recheck roentgenogram taken a week later, showing a 
clearer view of the osteolytic area than in the earlier films. 


of an antibiotic by means of catheter for several days 
following operation is probably of value, though it is 
not felt to be worth while for any extended period. 

Certain cases will not respond adequately and will 
progress into a chronic state. In such cases it is still 
sometimes highly desirable to utilize the old Or 
treatment. 


Case reports 


Case 1 ¢ (Patient of Dr. Fred Auwers) This patient 
aged 8, was examined September 9, 1957. His tem- 
perature was 99.6 F. Erythema and edema were pres- 
ent over the left medial malleolus; this condition had 
started about 4 weeks earlier, and the parents and 
boy thought it was a bee sting. There had been mild 
trauma shortly before this lesion was noted. The 
child had had a sore throat and headache, with a 
temperature of 102 F, about 3 weeks prior to first 
being seen; he had been in bed for 4 days at that 
time. He had also had a number of severe boils sev- 
eral weeks earlier. The patient had not recently been 
given antibiotics. 

Roentgenograms taken on September 9 (Figs. 1 


control. Fig. 5. A recheck view 8 months later showing that only a 
small area remains to indicate the previous bone infection. 


Fig. 5 
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Fig. 6 


Fig. 6. Roentgenograms taken in Case 2 on July 13, 1954. The 
original films, taken on April 6, were essentially normal; however, 
the patient was treated surgically on the basis of clinical symp- 
toms, and drilling into the medullary canal was carried out. This 
film, taken 3 months later, shows the residual osteolytic area and 
the three drill holes. Healing subsequently occurred. 


and 2) showed a localized destructive process of the 
medial aspect of the distal tibial metaphysis. The 
patient was started on treatment with Chloromycetin. 
He was rechecked by x-ray on September 16; the 
films (Fig. 3) showed the appearance of the medial 
malleolus to be unchanged. Chloromycetin was con- 
tinued at the rate of 250 mg. every 4 hours, although 
the original dose had been higher than this. Periodic 
x-rays were taken during the next 3 months, and the 
lesion gradually reduced in size (Fig. 4). 
Chloromycetin was discontinued in November (2 
months later), and the patient continued ambulation 
on crutches. Soon after this the inflammation re- 
curred, with pain and swelling in the ankle. Treat- 
ment with alba penicillin was begun. The flare-up 
continued, and the medication was changed back to 
Chloromycetin. By December 8, the patient was 
much better and was permitted full weight-bearing. 
Treatment with Chloromycetin was continued. 
Observation was continued periodically, and in 
April 1958 there was noted a progressive decrease in 
the translucent defect of the lower tibia. This defect 
was now down to 2 mm. in size. Chloromycetin was 


Fig. 7. The initial film taken in Case 3, on August 9, 1958, sugges- 


tive of osteomyelitis. Fig. 8. In Case 3, a view of the lower radius 


Fig. 7 
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discontinued at this time. Further osseous repair 
continued (Fig. 5). Laboratory results remained 
within normal limits, and the symptoms did not re- 
cur. A recheck x-ray taken in July 1958 showed a 
considerably smaller area of radiolucency. The pa- 
tient was checked again in November 1958, about 14 
months after the original lesion was noted. He had 
been symptom-free for approximately 6 months. He 
was discharged at that time and told to contact the 
physician if any symptoms developed relative to the 
area. 


Case 2 * This patient, aged 8, was first seen on April 
6, 1954. He had an onset of acute pain in the left 
lower leg, with fever and malaise. There was point 
tenderness over the anterior lower left tibia. Roent- 
genograms showed normal results. He had been re- 
ceiving penicillin for about 2 days with no response. 
On the basis of the clinical findings, operation was 
carried out and the medullary canal was opened. 
Some pus was evacuated. 

It was felt that this was a case of acute hemat- 
ogenous osteomyelitis in which the symptoms were 
aborted by the use of antibiotics. This patient might 
have responded without surgical intervention, but in 
the presence of continued symptoms it was felt that 
the operation was justified. 

The sutures were removed on the tenth postopera- 
tive day, and the patient was progressing very well 
at that time. The patient was rechecked in July, 3 
months later, and x-rays showed satisfactory healing 
with no area of translucency except for the surgical 
defect in the bone (Fig. 6). It is noted that this case 
cleared up much more quickly than the patient in 
Case 1, who had not had surgical drainage of the 
bone. 


Case 3 ¢ This patient, aged 26, was first seen on Au- 
gust 8, 1958. He had been referred to me because 
of a suspected cyst or tumor of the lower right ra- 
dius. There was a definite osteolytic lesion of the 
lower radius. The patient had been sick a short time 
before but did not feel that he was “too sick”; he had 
merely taken a day or so off work. The onset of pain 
in the lower right radius had been rather acute and 


following operation with the catheter in place for irrigation of the 
abscess cavity. Fig. 9. Another film taken at the same time. 
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Fig. 10 


Fig. 10. A recheck film in Case 3, taken on October 9, 2 months 
postoperatively. There is beginning resoluticn of the osteolytic 
area; Clinically, the patient had no more trouble. 


was accompanied by swelling. It had been present 
for about a week before he was first seen in the re- 
ferring physician’s office. 

On the basis of the x-ray findings (Fig. 7) and ap- 
parent inflammatory change in the wrist, a diagnosis 
of possible osteomyelitis was made. Incision, drain- 
age, and curettement of the area were carried out 
(Figs. 8 and 9). Pus was obtained and there was a 
positive culture for Staphylococcus aureus, which 
was sensitive to penicillin. The patient was kept on 
high doses of Bicillin during his hospital stay. Su- 
tures were removed on the ninth postoperative day, 
and a plaster cast was applied to the arm for support. 

The patient was kept on Pen-Vee-Oral for 6 weeks 
after hospital discharge. He was then rechecked, and 
it was found that there was considerable regenera- 
tion occurring (Fig. 10). Clinically, the arm was do- 
ing very well. Use of the part was instituted with 
caution, and administration of antibiotics was dis- 
continued. He was rechecked several weeks later 
and found to be in satisfactory condition with no 
recurrence of symptoms. A final x-ray was not ob- 


Fig. II. In Case 4, the original x-rays taken following injury in 
February 1958, showing normal findings in the elbow. Fig. 12. 


Fig. 11 


tained because the patient felt that he was symptom. 
free and cured. 


Case 4 * This patient, aged 12, was first seen by me 
on April 15, 1958, but had originally been seen jp 
February 1958 by the referring physician. The child 
had fallen and injured his left arm at that time, 
X-rays (Figs. 11 and 12) taken in February were 
negative, according to the opinion of several radiolo- 
gists. The patient continued to have pain and dis. 
ability of the arm, and more roentgenograms were 
made 1 week later. Again these were negative. The 
arm continued to be sore, and it became more 
swollen. After about 10 days it became hot and in- 
flamed. The referring physician gave the patient 
Parenzyme therapy, and later some antibiotics, A 
splint was applied for a short time. 

The patient gradually improved, and the antibi- 
otics were discontinued when the swelling subsided, 
Almost immediately the symptoms flared up again, 
with inflammation, swelling, and pain. It was at this 
time that x-rays were obtained which showed gross 
destruction of both ends of the left radius (Figs. 13 
and 14). Hospitalization was recommended, and an 
orthopedic consultant was called. This was approxi- 
mately 6 weeks after the original trauma to the arm. 

At this admission it was evident on x-ray that some 
bone reorganization was occurring. It was felt that 
incision and drainage of the area, with biopsy, were 
indicated. These were carried out at both ends of the 
radius. No pus was found; this was not surprising in 
view of the fact that the roentgenograms showed the 
condition to be probably in a healing stage. The 
pathologist’s report confirmed the diagnosis of heal- 
ing osteomyelitis of both ends of the radius. It was 
noted that pathologic fractures had occurred at both 
ends of the radius as a result of extreme osteoporosis. 

The patient was kept on a high dosage of Bicillin, 
and he was given Chymar daily. It was felt at that 
time that there would eventually be good function at 
the elbow, but that a Madelung’s deformity would 
probably develop at the wrist because of a patho- 


Roentgenograms of the wrist, showing normal findings, taken at the 
same time as Figure II. 


Fig. 12 
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Fig. 13 


Fig. 13. Filrns taken in Case 4 on April 15, 1958, showing osteo- 
lysis in the upper radius for the first time. This was later confirmed 
to be osteomyelitis. Fig. 14. Films taken at the same time as those 


logic fracture in this area, with impaction and some 
displacement. Prior to discharge from the hospital a 
full plaster cast was applied to the arm. Administra- 
tion of Pen-Vee-Oral was continued. 

The patient was rechecked approximately a month 
later, at which time everything appeared satisfactory. 
The next x-ray was not obtained until 2 months later. 
During this time the patient was still receiving Pen- 
Vee-Oral. Examination in July 1958 (3 months later) 
showed a gross osteolytic change of the entire shaft 
of the radius with no evidence of sequestra or in- 
volucra (Fig. 15). The cast had been in place all 
this time, and it was replaced on this date. Anti- 
biotics were continued. 

Further x-rays were taken at later stages and 
showed a progressive osteolysis of the radius (Fig. 


Fig. 15. In Case 4, films taken 3 months after the institution of 
care for osteomyelitis (July 15, 1958). The areas at the two ends 
of the radius are healing satisfactorily, but gross osteoporosis and 
osteolysis have occurred in the main portion of the radial shaft. 
Fig. 16. A year after the original injury (Case 4), on March 23, 


Fig. 15 
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Fig. 16 


Fig. 14 
in Figure 13, showing the presence of the osteolytic process of the 
lower end of the same radius. Note that a pathologic fracture has 


occurred. 


16). There was a progressive Madelung’s deformity 
at the wrist. About 1 year after the original injury 
the cast was replaced with a splint. The patient had 
a mild flare-up in March 1959 following trauma; a 
hematoma apparently developed in the area. This 
responded rapidly to bedrest and antibiotics. Bone 
healing appears rather complete at the two ends of 
the radius; however, osteolysis of the radial shaft has 
continued (Fig. 17). It is felt that this has developed 
into a case of disappearing bone. The patient is still 
under care. 


Summary 


Incidence of osteomyelitis has once again in- 
creased, probably as a result of development of re- 


1959, there is gross osteolysis (disappearing bone) apparent. Fig. 
17. A film taken in Case 4 on September 21, 1959, showing further 
osteolysis of the radial shaft with a gross Madelung's deformity. 
Further osteoporosis and lysis of the shaft were evident in a film 
taken as late as January 8, 1960. 


Fig. 17 
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sistant strains of bacteria since the advent of antibi- 
otics. Symptoms of the condition are localized pain 
and point tenderness on one of the long bones, and 
fever and generalized malaise. Roentgenograms are 
not usually helpful in the early, acute stage. Manage- 


ment includes administration of antibiotics and 
usually surgical drainage of pus pockets. Principles 
of care and some of the complications which may be 
encountered have been illustrated by the case his 
tories. 1217 Salem Ave, 


Roentgenographic and pathologic 


changes in osteomyelitis* 


WESLEY V. BOUDETTE, D.O., Dayton, Ohio 


In general, when we speak of osteomyelitis, we are 
referring to any inflammatory lesion of cancellous 
bone; unless qualified, the term refers to acute pyo- 
genic bone inflammation. 

There are several ways to classify osteomyelitis; 
however, I prefer that of de Lorimier, Moehring, and 
Hannan.' 

I. Nonspecific osteomyelitis 

A. Primary or hematogenous 
B. Secondary or related to compound fractures 
and regional cellulitis 

II. Osteoperiostitis (cortical abscess or chronic 
subperiosteal abscess ) 

III. Brodie’s abscess (chronic medullary bone ab- 
scess ) 

IV. Osteomyelitis of Garré (sclerosing osteitis or 
nonsuppurative osteomyelitis ). 


Nonspecific osteomyelitis 


In primary or hematogenous osteomyelitis, the 
tibia and femur are most commonly involved, and 
the humerus, fibula, radius, and ulna are involved 
in decreasing frequency. 

The sequence of pathologic changes is as follows: 

1. Embolic arrest of the organisms with pus for- 
mation and local cancellous necrosis, manifested ra- 
diographically in 10 to 14 days or longer by localized 
radiolucency. 

2. Spread occurs along the shaft and to the surface 
°*This paper and a supplementary one by Dr. Donald Siehl (p. 87) 


were presented together at the annual meeting of the American Osteo- 
pathic College of Radiology, Los Angeles, October 26, 1959. 
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through compact bone to a limited degree, forming 
multiple small rounded foci of bone destruction or 
subperiosteal abscesses. 

3. Penetration occurs basically through the haver- 
sian canals; with elevation of periosteum, the under- 
lying cortex loses its blood supply and larger seg- 
ments of bone die and form sequestra. 

4, The reparative process usually begins about the 
third week, even though the destructive process con- 
tinues. 

5. New bone formation occurs, with osteoblast for- 
mation. 

6. The endosteum possesses similar powers, ac- 
counting for sclerotic changes within the canal. 

Where the periosteum is destroyed, there are clo- 
acae or fistulous tracts draining into the soft tissue. 
No repair occurs where complete periosteal destruc- 
tion has taken place in the presence of fulminating 
disease. 

The necrotic bone may be absorbed by granulating 
tissue; however, one should take special notice of 
sequestra near a draining sinus or free within a 
pocket, as they absorb very slowly or not at all, and 
should be removed to hasten healing. Some of the 
draining sinuses fill with fibrous tissue and become 
persistent. However, in time the subperiosteal new 
bone formation becomes more coarse, with a simula- 
tion of normal bone architecture. 

In the event that large areas of periosteum are de- 
stroyed along with large segments of bone, the re- 
parative process is much less extensive and extreme 
deformity can result. 

In the adult, acute hematogenous osteomyelitis fol- 
lows a much less virulent course. It is usually con- 
fined to the shaft and most often to the femur. The 
spread is along the medullary canal, and the disease 
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Fig. | 


Fig. |. This patient was a 2-year-old girl. The roentgenograms re- 
produced here were taken on June 3, 1958, soon after the onset of 
symptoms. The initial lesion is to be distinguished from evanescent 


process rarely extends subperiosteally. When it is 
near the end of a long bone, however, it often spreads 
or involves the adjacent joint. Sequestration is rare 
and new bone formation relatively slight. 

Pyogenic osteomyelitis associated with compound 
fracture is of a special significance. Besides the usual 
type of compound fracture where the fragments com- 
municate with the skin surface, there are those of the 
skull, communicating with the middle ear, the si- 
nuses, nose, pharynx, fractures of the jaw extending 
to the mouth, and those associated with gunshot 
wounds and other penetrating wounds. 

Osteomyelitis associated with fracture and pene- 
trating wounds is usually more limited in extent, 
with extension usually along the shaft. Otherwise, 
the characteristic changes previously described take 
place. 

The spread of pyogenic infection from soft tissue 
abscesses to bone is fairly frequently seen with digi- 
tal abscesses, often from human bites, and in the 
feet, associated with diabetes. Marked osteoporosis 
may be noted in the phalanx because of the hy- 
permia, but the base of the phalanx tends to survive 
because of its separate blood supply. The adjacent 
joint is usually involved and multiple small sequestra 
often occur, with periosteal reaction, as the perios- 
teum has been destroyed. 


Osteoperiostitis 


Osteoperiostitis, or the cortical type of subacute 
or chronic subperiosteal abscess, presents a localized 
involvement with predilection for the femur, tibia, 
and radius. Frequently there is a history of trauma. 
The condition occurs most often in males and before 
the fourth decade of life. The lesion radiographically 
presents a localized, eccentric cortical destruction. 
There is paraosseous swelling and edema. Also seen 
are elevation of the periosteum and lateral periosteal 
sclerosis, which is often dense and regular; no se- 
questra are demonstrated. 
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: Fig. 2 
cystic lesion of the distal femur. Fig. 2. Classical picture of osteo- 
myelitis, in films taken 3 weeks after those in Figure |. Note the 
osteolysis. 


Brodie’s abscess 


In contrast to the cortical type, there is Brodie’s 
abscess, or the medullary type. Brodie’s abscess rep- 
resents a relatively avirulent pyogenic infection with 
a cystlike cavity which is well walled off with scle- 
rotic tissue. It assumes an eccentric location, with a 
predilection for the proximal and distal thirds of the 
tibia. It occurs in adults, and it runs a chronic 
course. Usually there are no sequestra or else only 
very small ones which absorb. 

The lesion must be differentiated from cartilagi- 
nous arrest, unicameral cyst, and nonosteogenic fi- 
broma. The cartilaginous arrest often has central 
mottling of calcium density, but no marginal sclerosis 
or regional soft tissue change. The unicameral cyst 
is medullary in location, sharply marginated with 
sclerotic tissue, and central calcific opacity is rare. 
The nonosteogenic fibroma usually has a cortical lo- 
cation, and is multiocular with sclerosis. 


Osteomyelitis of Garre 


Garré’s sclerosing osteomyelitis is a rare condition, 
running a chronic course. There is no suppuration 
or necrosis, but only a chronic sclerosis. The bony 
cortex gradually thickens and the medullary cavity 
narrows as the bone becomes thick and dense. 

These changes must be distinguished from those 
of syphilitic osteitis and sclerosing osteogenic sar- 
coma. With the syphilitic lesions, there is positive 
serologic reaction and multiple bone involvement. 
Sclerosing osteogenic sarcoma presents a greater 
challenge, and biopsy may be necessary to make the 
diagnosis. Both lesions are relatively radioresistent, 
and early biopsy is advisable. There are distinguish- 
ing radiographic features of a sclerosing osteogenic 
sarcoma, if they are present, consisting of perpendic- 
ular striations extending from the cortex. The cortex 
shows erosion in sarcoma, in contradistinction to 
Garré’s sclerosing osteomyelitis. 
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Fig. 3 


Fig. 3. Beginning regenerative stage of osteomyelitis. These films 
were taken on Auguset !2, 1958. Fig. 4. Healing stage of osteo- 


Miscellaneous considerations 


I would also note a condition that is little known, 
which was reported by Bruckhardt in 1911 and men- 
tioned by Schinz and associates,? called “osteomye- 
litis albuminosa.” This is apparently another form of 
staphylococcic bone infection with the organism of 
low virulence. 

Roentgenographically, a medullary osteolysis oc- 
curs without sequestra, but a fine involumcrum is 
formed. Aspiration yields a serous, mucoid, non- 
purulent synovial fluid. Histologically, there is plas- 
ma cell infiltration of the bone marrow. Biopsy is 
necessary to distinguish the lesion from Ewing’s sar- 
coma. However, the cystlike cavity may remain for 
many years. It is questionable whether we have not 
called some of these arrested lesions by such a name 
as fibrous dysplasia in the past. 

The use of antibiotics can modify the clinical 
course and symptoms of osteomyelitis; however, the 


Fig. 4 


myelitis, in films taken November 3, 1958. The patient was symp- 
tom-free at this time. 


roentgenographic changes still tend to follow a 
rather typical pattern, provided the initial phase of 
the pathologic process becomes well established 
(Figs. 1 through 4). It can readily be summarized 
that the roentgenographic changes will be modified 
only if antibiotic therapy can prevent any significant 
degree of bone necrosis. In this manner the chain of 
pathologic events is broken, and the natural repara- 
tive process concludes the drama without the tragedy 
of an osteomyelitis. 405 Grand Ave. 
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PAUL BARSKY, D.O., Philadelphia, Pennsylvania 


From the tremendous interest manifested in this 
symptom complex during recent years, one might 
gain the impression that this problem is relatively 
new. However, we are in reality completing a cycle 
in the study of hepatic coma started over a century 
ago. Griffin' recorded the results of cases of Mac- 
leod; as early as 1832, he discussed recovery from 
hepatic coma in 1 out of 3 cases following castor oil 
purgation and phlebotomy. George Budd in 1846 
stated, “In some instances coma may probably be 
prevented or removed and the life of the patient 
saved by active purging.” 


Pathogenesis 


Ammonia intoxication theory * Today the litera- 
ture is full of convincing evidence of the value of 
protein as well as the danger of its producing 
hepatic encephalopathy and coma in patients with 
cirrhosis. The exact relationship of ammonia released 
by bacterial decomposition of protein in the colon 
and its gaining access to the circulation through in- 
creased intrahepatic shunting of blood is still open to 
disagreement; however, there is enough evidence to 
say that it does play a very important role. Mental 
changes have been noted following the administra- 
tion of ammonium salts and ammonium precursors 
to patients with cirrhosis; this has stimulated further 
interest in the use of measures designed to reduce 
blood ammonia concentration in hepatic coma. Of 
the many regimens employed, simultaneous protein 
withdrawal and use of broad-spectrum antibiotics 
have yielded far better results than has the use of 
sodium glutamate, adrenal steroids, and other com- 
pounds, particularly when the latter are used in con- 
junction with continued protein feedings. 

Even Faloon and Fisher,? who have recently shown 
Presented at the annual meeting of the American College of Osteo- 
pathic Internists, Dallas, Texas, September 24-26, 1959. The work on 


this paper was done at the Metropolitan Hospital where Dr. Barsky is 
Associate in Medicine. 
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Therapeutic considerations 
in hepatocerebral intoxication* 


an interest in the use of neomycin with more liberal 
feeding of protein in the symptom complex of hepato- 
cerebral intoxication, have felt the need for marked 
curtailment of protein intake during the first 48 to 72 
hours of therapy. 

In 1922 Matthews‘ suspected the importance of 
ammonia in the pathogenesis of hepatocerebral in- 
toxication when he noted coma after high protein 
feedings in Eck fistulized dogs. McDermott and 
Adams noted typical symptoms of impending hepat- 
ic coma in a patient in whom an Eck fistula had been 
produced during operation for carcinoma of the pan- 
creas, when feeding the patient a high protein diet, 
urea, ammonium chloride, or ammonium-containing 
exchange resins. 


Nature of hepatic coma * In spite of all of this sug- 
gestive evidence incriminating ammonia, the exact 
nature of hepatic coma still remains obscure. The 
long search for a metabolic toxin in this syndrome 
still has not been successful. One will often note a 
discrepancy between the blood ammonia concentra- 
tion and the state of consciousness of the patient. The 
role of other compounds such as phenols or amines 
remains to be evaluated. It is conceivable that anti- 
biotics such as neomycin may reduce the formation 
of other toxic compounds by markedly altering the 
intestinal flora. Perhaps the production of a reduced 
bacterial flora in the intestine is beneficial by means 
other than the reduction of ammonia formation. 

It is possible that the lack of a consistent correla- 
tion between blood ammonia values and the symp- 
toms and signs of hepatocerebral intoxication may 
indicate that the technics for blood ammonia deter- 
minations are not specific or sensitive enough, or that 
it is tissue rather than blood ammonia which is toxic, 
or that the absorbed ammonia is converted to a more 
toxic substance. The answers to these questions must 
await further investigation. 

As already noted, the ammonia intoxication theory 
is fraught with many discrepancies. Some of the 
more prominent opposing arguments are that the 
blood ammonia level might reflect the breakdown 
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product of some other labile nitrogenous material. 
Alterations in the blood ammonia levels do not nec- 
essarily correlate with the state of consciousness of 
the patient, nor are high ammonia levels always asso- 
ciated with hepatocerebral intoxication. Methionine 
is capable of producing this symptom complex in in- 
dividuals with hepatocellular damage or portocaval 
shunt without affecting the blood_ammonia level. 

It seems evident that ammonia intoxication is op- 
erative in those cases of marked portocaval shunting 
of blood complicated by the ingestion of large 
amounts of protein or massive gastrointestinal bleed- 
ing. However, where hepatic coma occurs in asso- 
ciation with severe hepatocellular failure, the meta- 
bolic defect appears to be a much more complex 
problem. The elevation of the serum lactate, pyru- 
vate, and alpha-ketoglutarate in hepatic coma sug- 
gests a disturbance in carbohydrate metabolism in- 
volving the Krebs cycle.® Also, the urinary amino 
acid pattern suggests a metabolic protein defect. 
However, these alterations are demonstrable in he- 
patic disease without cerebral symptomatology and 
therefore direct incrimination seems poorly sup- 
ported. 

One would presume that if there is toxicity with 
ammonia, its concentration within brain tissue itself 
should reflect the degree of hepatocerebral intoxica- 
tion. Clinical investigation on this point has shown 
an abnormally large ammonia uptake by brain tissue’ 
and depression of cerebral oxygen uptake suggesting 
an intracellular metabolic abnormality of the brain.® 


Precipitating factors * Factors to be considered in 
the precipitation of hepatic coma are gastrointestinal 
hemorrhage, severe infection, prolonged alcoholism 


and malnutrition, surgical trauma, and narcotics, Less 
common causes are high protein diets, ammonium 
salts, urea, methionine, and acetazolemide (Dia- 
mox).° 

The mechanism involved therefore is either aggra. 
vation of the basic hepatocellular insufficiency or the 
intoxication of nitrogenous substances when absorbed 
from the gastrointestinal tract. An iatrogenic cause 
of the latter is now periodically seen in the produc. 
tion of too large a shunt in the patient who has had 
a portocaval shunt for portal hypertension and re- 
ceives even modest protein overfeeding. In such pa- 
tients, recurrent episodes of hepatocerebral intoxica- 
tion will occur. 


General characteristics 


Among the general characteristics of these patients 
are progressive mental changes such as inattention, 
failure to respond, euphoria, or confusion; deteriora- 
tion in the state of consciousness; fetor hepaticus (if 
this odor is easily noted at some distance the likeli- 
hood of hepatic coma occurring is considerable if it 
is not already impending or present;? the substance 
responsible is believed to be methylmercaptan sup- 
posedly derived from excess methionine’’); variable 
neurologic abnormalities such as flapping tremor; the 
later occurrence of pyramidal tract signs such as a 
positive Babinski test, ankle clonus, hyperactive deep 
reflexes, spasticity, and positive Hoffman signs. 


Experiences in treatment 


In this study the terms “liver coma,” “hepatic 
coma,” or “hepatocerebral intoxication” are applied 


TABLE I—SUMMARY OF 9 CASES OF HEPATOCEREBRAL INTOXICATION 
Total 


Precipi- serum Serum Serum 
Type of liver Level of tating bilirubin sodium potassium 
Case Age Sex disease coma factors (mg./100 cc.) (mEq./L.) (mEq./L.) Results 
1 56 F Portal Prehepatic Acute 1.6 140 4, 
cirrhosis coma pyelo- 
nephritis 
3 45 M Portal Prehepatic — 14 138 3.8 Recovered 
cirrhosis coma 
3 32 F Portal Prehepatic Ruptured 3.2 116 2.1 Recovered 
cirrhosis coma ectopic 
pregnancy 
4 50 Portal Prehepatic _ 1.7 138 3.4 Recovered 
cirrhosis coma 
5 31 F Portal Comatose ~~ 15.6 126 2.1 Recovered 
cirrhosis 
6 74 Portal Prehepatic (Abdominal 2.5 139 44 Died 


cirrhosis 


coma to paracentesis 
comatose 

7 44 M Portal Prehepatic Carbon 15.5 125 43 Died 

cirrhosis coma tetrachloride 5.7 
poisoning 6.7 

8 57 M Biliary Comatose Biliary 21.2 131 3.5 Died 
cirrhosis operation 
and extrahepatic 
obstruction 

9 41 F Acute Comatose — 20 130 4.7 Died 
fulminant 
viral 
hepatitis 

% 


to either the comatose state or the early clinical mani- 
festations preceding actual loss of consciousness. 


General information on cases * In a total of 9 cases 
(Table I), five patients were males and four, females. 
The age range was from 31 to 74 with a mean age 
of 49. Three patients were in profound coma: Case 
5, in which the patient had portal cirrhosis with 
massive ascites; Case 8, in which the patient lapsed 
into coma following a biliary tract operation; and 
Case 9, in which the patient had acute fulminant 
hepatitis. Of this group only the patient in Case 5 
recovered, Six patients were in prehepatic coma. Of 
this group five were due to portal cirrhosis, the pre- 


- cipitating factor being pyelonephritis in one (Case 1) 


and a ruptured ectopic pregnancy in another (Case 
3). The sixth patient (Case 7), who also had alco- 
holic cirrhosis (demonstrated at autopsy), ingested 
carbon tetrachloride and developed both acute he- 
patic and acute tubular necrosis with uremia and 
acute hepatic failure. Of this group of six, four re- 
covered. One patient (Case 6) who had recovered 
succumbed following abdominal paracentesis and is 
included as a death in this series. Therefore, out of a 
total of nine cases, five recovered (56 per cent) and 
four died (44 per cent). It is of importance to note 
that where alcoholic cirrhosis was an important fac- 
tor in precipitation of hepatocerebral intoxication the 
prognosis was better than in the presence primarily 
of severe degenerative hepatocellular disease. Of the 
five alcoholic cirrhotics, four recovered and one re- 
covered temporarily, suggesting that where there is 
primarily abnormal shunting of blood operative in 
the production of hepatocerebral intoxication, the 
prognosis is much more favorable. In the three cases 
where far advanced hepatocellular degeneration was 
evident there was no recovery. 

Additional factors suggested by Stormont, Mackie, 
and Davidson" in determining prognosis are the 
serum bilirubin level and serum sodium concentra- 
tion. A. serum bilirubin of 20 mg. per 100 cc. or 
above, and a serum sodium concentration under 130 
mEq. per liter, were considered the most serious 
prognostic signs. In the present series three patients 
had serum sodium values below 130 mEq. per liter 
(Cases 3, 5, and 7, with values of 116, 126, and 125, 
respectively). Of this group of three, one died. Two 
patients had a serum bilirubin of 20 or above (Case 
8, 21.2, and Case 9, 20) and both died. Therefore, 
three of the four deaths in this series of nine fell 
into the very poor prognostic group. 


Protein curtailment ¢ In all of the cases protein in- 
take was markedly curtailed initially so that no more 
than 20 to 40 grams were administered daily during 
the first 2 to 4 days. In some cases protein was dis- 
continued completely for 1 to 2 days. Supplemental 
parenteral feedings of 10 to 15 per cent glucose in 
water or saline as indicated were administered where 
oral feedings were not adequate. Glucose seems to 
have a therapeutic benefit in that, besides making 
calories easily available to cover the basic energy 
needs (hypoglycemia can be a complication), it stim- 
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Fig. |. Comparison of level of consciousness in a ‘case of pre- 
hepatic coma with electroencephalographic findings, blood am- 
monia levels, and amount of protein feedings. 


Normal zone: 0.75- 1.96 ‘| 


ulates the combination of ammonia with glutamic 
acid to form glutamine, and this prevents the am- 
monia from exerting its toxic action.” 

Following improvement a gradual increase in pro- 
tein was then attempted in 20-gram increments. In 
one patient (Case 2) the critical level which could 
be reached was 80 grams. At this point the sensorium 
once again became clouded and typical neurologic 
changes of prehepatic coma once again developed 
(Fig. 1). This man was finally discharged with a 
diet of 50 grams of protein per day. Any attempt to 
increase this amount was deleterious. 

In many of the cases the diet was supplemented 
with 5 to 10 bananas daily. Wacker and his asso- 
ciates’* found that the banana is an ideal food for - 
patients in hepatic failure since it is low in sodium 
and protein and high in carbohydrate and potassium. 
The average 100-gram banana will provide 100 cal- 
ories, consisting of 23 grams of carbohydrate, 1.5 
grams of protein, and less than 0.5 gram of fat. 


General care * Oxygen by tent was supplied where 
necessary. Because of the tendency to respiratory 
alkalosis in one patient (Case 1) periodic inhalations 
of oxygen with carbon dioxide were required. 

Achromycin or neomycin was used to reduce bac-: 
terial action in the intestinal tract. In recent studies 
done by Sherlock“ in a series of 20 cases, and Faloon 
and Fisher® in a series of 22 cases, neomycin was 
felt to be the preferable antibiotic. With the use of 
this agent earlier and more liberal quantities of pro- 
tein were tolerated. Summerskill*® has reported three 
cases of hepatic coma which under controlled studies 
improved more satisfactorily when neomycin was 
used. He felt that neomycin was superior to chlor- 
tetracycline, chloramphenicol, and sumycin. Recov- 
ery from coma was reported despite the continuation 
of protein feeding, and in two cases despite con- 
tinued gastroesophageal bleeding due to varices. 
The recommended dosage of neomycin is approxi- 
mately 6 grams per day in divided dosage. 
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Daily saline enemas were used, and active purga- 
tion with either castor oil or magnesium sulfate was 
employed. 


Hypnotics, analgesics, and sedatives * Extreme 
care was exercised in the selection of any of these 
agents. Whether a sedative will actually induce coma 
or hasten progression into deep coma is open to con- 
troversy; however, prehepatic or impending coma 
may be changed tragically to an irreversible state by 
injudicious sedation. In my experience, the most re- 
liable drug was Demerol in very small dosage. The 
oliguria and prolonged sleep so often noted when 
morphine or methadone is used in severe liver dis- 
ease were not observed with 25 to 50 mg. doses of 
Demerol. Apparently the decreased conjugation of 
morphine found in animals with severe liver disease 
described by Gross*® is not apparent with Demerol 
administration. It would seem that the hepatic re- 
quirement for Demerol excretion is relatively small 
as compared to morphine or methadone.” In one pa- 
tient (Case 1) the marked excitement and noisy irra- 
tionality were so disturbing that other patients were 
threatening to leave the hospital. Results had been 
poor with both paraldehyde and chloral hydrate. 
Following 50 mg. of Demerol the patient became 
quiet without manifesting evidence of central nervous 
system depression. 

Paraldehyde appears to be almost as noxious as 
morphine since the former is also metabolized to a 
large extent by the liver.’*** Chloral hydrate when 
used in the required small dosage is relatively inef- 
fectual. If barbiturates are used, barbital and pheno- 


barbital are preferable since they are largely excreted 
by the kidney. Those barbiturates which act more 
rapidly and are of shorter duration tend to be detoxi- 
fied by the liver; the latter is also true of the thio- 
barbiturates such as Pentothal sodium. 


Electrolytes * Close supervision to electrolyte bal- 
ance was given. In five of the nine patients reviewed, 
hypokalemia was a problem and was corrected by 
oral feedings of potassium whenever possible. Potas- 
sium depletion will occur as the result of the anorexia 


Although much evidence has accumulated 


to implicate ammonia as the toxic 
substance in hepatocerebral intoxication, 
investigative studies still have 
not revealed the true metabolis toxin 
responsible for this clinical symptom 
complex of central nervous system 


disease complicating hepatic insufficiency 


and decreased intake so common to such cases, It is 
accentuated by the vigorous use of mercurial diuret. 
ics or chlorothiazide. 


Diuretics * In 2 cases salt-poor albumin was given 
in an amount of 250 to 300 cc. daily over 5-day 
periods. Both patients had marked ascites, and the 
hope was that diuresis could be promoted. There 
were no real benefits realized from this therapy, and 
periodic paracenteses had to be resorted to. The ad- 
vantages of albumin would seem to be outweighed 
by its many disadvantages, such as inherent dangers 
resulting from sudden increase in oncotic pressure 
and increased blood volume, potentiating variceal 
bleeding or precipitating pulmonary edema; cost; 
and difficulty in obtaining albumin. In neither case 
was the total protein level or albumin or globulin 
fraction altered. 

In 2 cases diuresis was nicely accomplished by 
“priming” the patients with potassium chloride and 
calcium chloride (1 gram of each 4 times daily), and 
on the fourth day a mercurial was administered. 

Chlorothiazide is an excellent drug for diuresis, but 
it is potentially dangerous when given to the patient 
with severe liver disease. Mackie and his associates" 
report that 3 out of 5 patients with alcoholic cirrhosis 
developed signs of impending hepatic coma when 
given chlorothiazide; these signs included increased 
arterial ammonia, increased sodium and potassium 
excretion, and a fall in serum potassium concentra- 
tion. This complication was subsequently prevented 
by the concomitant use of broad-spectrum nonab- 
sorbable antibiotics, such as neomycin, and by oral 
administration of potassium chloride. Therefore, 
where this excellent diuretic is used these precau- 
tions would seem indicated. Ammonium salts, am- 
monium-releasing resins, and the carbonic anhydrase 
inhibitors are to be studiously avoided. 

As previously noted, acetazolamide (Diamox) may 
be a dangerous diuretic and should be avoided in 
severe liver disease. This drug presents an interest- 
ing precipitating factor of hepatic coma. It is a car- 
bonic anhydrase inhibitor which prevents the release 
of hydrogen ion necessary to convert ammonia to the 
ionic form. The ammonia which has been formed by 
the kidney to conserve base is therefore not excreted 
into the urine but is absorbed into the blood." 


Glutamic acid and arginine * The results of glu- 
tamic acid therapy first suggested by Walshe”? have 
been disappointing. Glutamate will lower a high 
blood ammonia content when present; however, it 
will not penetrate the blood-brain barrier and there- 
fore will not act in the brain tissue where its effects 
are so vitally needed.”° The usual dosage is 20 grams 
intravenously. In one case (Case 5) in which it was 
used, no direct benefit could be attributed to the 
glutamic acid. The effects seem to be more beneficial 
in the more acute form of hepatic coma; but where 
the problem is of longer duration it is of no value. 
Arginine has been reported as beneficial by Naja- 
rian and Harper.?* This amino acid has no untoward 
side effects and is apparently superior to glutamic 
acid.** It seems to act by enhancing the activity of 


the urea cycle and increasing the utilization and de- 
toxification of ammonia. 


Surgical procedures * Acute infections and surgical 
procedures of even a minor nature are capable of 
precipitating hepatic coma when there is pre-existing 
hepatic disease. Even paracentesis is not to be con- 
sidered lightly. The only positive indication used for 
paracentesis was either inability to accept adequate 
oral feedings or dyspnea because of marked abdom- 
inal distention due to ascites. 

Severe hyponatremia with shock or reduction in 
plasma volume and oliguria may follow 24 to 48 
hours after paracentesis. Removal of no more than 
1,500 cc. at each tap should prevent severe metabolic 
complications. Excessive ingestion of fluids following 
paracentesis should be avoided to prevent a dilu- 
tional hyponatremia and its complications. Periph- 
eral vascular collapse in these instances is best treat- 
ed by hypertonic saline and albumin intravenously. 
One patient (Case 6) had an uncommon complica- 
tion following paracentesis which was a direct cause 
of death. Therapy for prehepatic coma had resulted 
in marked improvement, and 4 days later abdominal 
paracentesis was performed. Immediately following 
the removal of 250 cc. of clear amber fluid the patient 
went into shock and died shortly afterwards. Autopsy 
revealed severe intra-abdominal hemorrhage as the 
result of traumatic rupture of a distended epigastric 
vein. Therefore, even minor surgical procedures are 
not to be undertaken lightly. 

Another case which ended fatally was one in which 
a biliary tract operation was performed where pre- 
existing hepatic disease was present. This was done 
because of strong suspicion of basic extrahepatic 
obstructive disease as the cause of progressive he- 
patocellular degeneration. Ductal obstruction, chol- 
ecystolithiasis, and empyema were found. However, 
the course was progressively downhill and 1 week 
following operation the patient died in profound 
hepatic coma. 


Control of hemorrhage * Acute gastrointestinal 
hemorrhage is another important factor in precipita- 
tion of coma, the mechanism undoubtedly being 
either shock due to blood loss or ammonia intoxica- 
tion due to the large amount of protein deposited in 
the intestinal tract. Therapy must include reversal 
of shock, blood replacement plus rapid attempts at 
hemostasis, and removal of blood from the colon by 
enema. Much has been written regarding the ad- 
visability of allowing blood to remain in the stomach 
in the case of bleeding peptic ulceration, since blood 
is an excellent buffer.2° . However, this can be disas- 
trous in cirrhosis of the liver, and aspiration is cer- 
tainly indicated in this case. 

One patient (Case 3) with alcoholic cirrhosis and 
portal hypertension suffered a ruptured ectopic preg- 
nancy 1 week prior to admission, and developed pre- 
hepatic coma. However, with institution of therapy 
plus blood replacement her course was excellent. 


Hemodialysis * Attempts at hemodialysis in hepatic 
coma have been made; Kiley and his associates” re- 
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port 5 cases of severe gastrointestinal hemorrhage 
with acute ammonia intoxication treated in this fash- 
ion. Four of the 5 patients did manifest clinical im- 
provement. However, the fifth died because of intra- 
vascular clotting, and the remaining 4 subsequently 
died from massive gastrointestinal hemorrhage. Per- 
haps a better survival rate might have been obtained 
if successful portocaval shunt had been accomplished. 
It is probable that this procedure is applicable only 
to cases of severe gastrointestinal hemorrhage where 
ammonia intoxication has not been overcome by 
other means. Kolfe has felt that uremia and ammonia 
intoxication are additive in effect and in such cases 
hemodialysis may be beneficial; Kiley and co- 
workers”* had dramatic improvement in one such case 
with hemodialysis. In Case 7 of the present series 
the problem of acute hepatic and tubular necrosis 
secondary to carbon tetrachloride intoxication had to 
be managed. Despite conservative therapy, progres- 
sive cholemia and uremia with hyperpotassemia de- 
veloped. Attempts at hemodialysis failed and this 
patient died. 


Steroids ¢ Steroid therapy has today enabled us to 
reverse some cases of apparently severe and almost 
hopeless episodes of hepatic failure. Its greatest value 
lies in acute liver failure following acute inflamma- 
tion, such as acute viral hepatitis. Ducci and Katz** 
reported no recovery in acute fulminant hepatitis 
with coma prior to ACTH and cortisone. Now they 
have reported at least 4 cases of recovery. Evans and 
associates”* report 3 recoveries out of 14. They felt 
initially that in hepatic coma due to acute fulminant 
hepatitis a “point of no return” is reached; the liver 
has begun to contract and hepatic necrosis has pro- 
gressed to an irreversible state. However, after their 
first 6 failures they began to note an occasional re- 
covery.”**!_ Sklar and Young report 10 cases of 
coma due to portal cirrhosis: 5 in coma, 3 in impend- 
ing coma, 2 following a downhill course. All of their 
patients failed to recover. 

Therefore, one can see that the results with steroid 
therapy are quite unpredictable and too often disap- 
pointing. In 3 of our cases, steroid therapy was 


Emphasis is placed upon control of ammonia 
formation in the intestinal tract by use 
of purgatives, enemas, neomycin, and 
strict control of protein intake. L-arginine 


hydrochloride bears promise as an ammonia 
detoxifying agent. Steroids, although 
usually disappointing and often hazardous, 
occasionally reverse an otherwise 


hopeless course 
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utilized in dosage varying from 200 to 400 mg. of 
cortisone intravenously. In Case 5, the patient had 
continued a progressive downhill course and had be- 
come comatose despite all previous medical therapy. 
She then received 200 mg. of cortisone and 40 mg. of 
ACTH and began to respond. She was maintained 
on steroid therapy for 6 weeks and subsequently dis- 
charged much improved. Case 9 represents acute 
fulminant hepatitis with deep coma where the pa- 
tient succumbed despite the use of massive doses of 
cortisone. In Case 8, the patient’s course went rapid- 
ly downhill following biliary tract operation, and he 
also succumbed in hepatic coma despite the use of 
massive cortisone therapy. 

Steroid therapy in the more chronic forms of he- 
patic coma are extremely dangerous. There is a real 
danger of portal thrombosis due to disturbance in 
coagulability of the blood; esophageal bleeding is 
possible as a result of hypervolemia and increased 
gastric peptic activity. 


Summary 


Although much evidence has accumulated to im- 
plicate ammonia as the toxic substance in hepato- 
cerebral intoxication, investigative studies still have 
not revealed the true metabolic toxin responsible for 
this clinical symptom complex of central nervous 
system disease complicating hepatic insufficiency. 

Nine cases of hepatocerebral intoxication and the 
results of therapy have been described. The various 
modes of therapy have been discussed and emphasis 
has been placed upon the control of ammonia forma- 
tion in the intestinal tract by the use of purgatives, 
enemas, neomycin, and strict control of protein in- 
take. Also, use of glutamic acid and L-arginine hy- 
drochloride has been discussed; the latter bears more 
promise as an ammonia detoxifying agent. Steroid 
therapy, although usually disappointing and often a 
hazardous mode of therapy, will on occasion reverse 
an otherwise hopeless downhill course. 

The prognosis for recovery would seem to be much 
better where intrahepatic or extrahepatic shunting 
of blood is operative in the production of coma rather 


than predominant hepatocellular degeneration. 
1114 Porter St. 
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JACK I. EISENMAN, D.O., Los Angeles, California 


Small bowel obstruction still causes many deaths. 
Fatalities caused by hernia and intestinal obstruction 
in 1950 totaled 8,894. Current mortality rates vary 
from 9 to 15 per cent of reported cases. From these 
figures it can be seen that small bowel obstruction is 
still a formidable diagnostic and therapeutic problem. 

There is still much confusion in the current usage 
of the term “ileus.” Dorland’s medical dictionary” de- 
fines ileus simply as “obstruction of the bowel.” Some 
refer to ileus as a functional obstruction, as in “in- 
hibition” ileus, while mechanical obstruction is re- 
ferred to as intestinal obstruction. As used in this 
paper, “ileus” will imply dilatation of the small bowel 
with an accumulation of gas and fluid and with the 
other physiologic disturbances.’ Since there is no 
collective term for the various types of bowel ob- 
struction, “ileus” and “obstruction” will be used inter- 
changeably. 

The classification used follows closely that of Fri- 
mann-Dahl.** It is as follows: 

I. Mechanical ileus 

1. Simple obstruction 

A. Obturation ileus. This is obstruction 
caused from within the bowel as by tumor, con- 
cretions, or invaginations (intussusception). 

B. Obstructive ileus. This is caused by con- 
ditions outside of the bowel, such as adhesions, 
inflammatory infiltrations, tumor, or enlarged 
viscera. 

2. True strangulating obstructions. These are 
caused by incarcerations under adhesions, internal 
hernia, et cetera. This type of obstruction is distin- 
guished from simple obstructions, where the mes- 
entery and blood vessels are only partly if at all 
affected and not compromised. Strangulating ob- 
structions result in interference with nutrition, ne- 
crosis, and gangrene. 

®This paper, submitted in partial fulfillment of the requirement of certi- 
fication by the American Osteopathic Board of Radiology, was 

during Dr. Eisenman’s residency in the Department of Radiology at the 
Los Angeles County Osteopathic Hospital, Los Angeles. Cora I. Cloos, 
D.O., is Chief Physician of the Department. This paper was supported 
by a grant awarded by the Attending Staff Association Inc. of the Los 
Angeles County Osteopathic Hospital. 
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Mechanical small bowel obstruction* 


3. Volvulus. This includes all forms of torsion 
of the mesenteric axis that lead to digestive dis- 
turbances, whether these are caused by constric- 
tion of the lumen, strangulation of the vessels, or 
both conditions simultaneously. 

II. Functional ileus (these conditions will not be 
discussed in this paper ) 
1. Paralytic ileus in peritonitis and postopera- 
tive conditions. 
2. Ileus following neurovascular changes (mes- 
enteric thrombosis ). 


Etiology 


Smith, Perry, and Yonehiro,* reporting on experi- 
ences at the University of Minnesota Hospitals, list 
the following causes and frequency of small intestine 
obstruction: 


Postoperative adhesions ................-- 287 
Neoplastic stricture 35 
Compression by neoplasm ..............-. 69 
117 
Operative complication ................-. 50 
Inflammatory adhesion ................--- 48 
Inflammatory stricture 29 
Meckel’s diverticulum .................... 11 
3 

Total 746 


Adhesions * In the adult a majority of obstructions 
are due to adhesions. Duncan’ estimates that adhe- 
sions cause 50 per cent of obstructions, hernia 35 per 
cent, and other causes 15 per cent. 

Handling of the bowel during abdominal surgery 
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may produce sufficient trauma to result in the forma- 
tion of fibrous adhesions. These generally disappear 
with the return of peristalsis. If the serosal damage 
is great, then the adhesion becomes fibrous and 
thickened and more permanent. An adhesive band 
may be present for many years without interrupting 
the continuity of the bowel. When there is stasis in 
the bowel, fluid accumulates and the band may result 
in kinking and obstruction of the gut. A broad band 
of adhesions may partially adhere a long loop of 
bowel to the peritoneum. This may result in a low- 
grade obstruction. There is no serious difficulty un- 
less the bowel is sharply angulated. 


Congenital obstruction * To understand congenital 
obstructive conditions, consideration of the embry- 
ology is important.’ The entire gut is a hollow tube 
at the fourth week. The duodenum grows rapidly 
and rotates counterclockwise around the mesenteric 
artery. The epithelium of the duodenum proliferates 
and occludes the lumen at the fifth week. Between 
the tenth and twelfth weeks the lumen of the intes- 
tines is re-established. The growth of the alimentary 
tube beginning at the sixth week is so rapid that the 
midgut protrudes into the umbilical cord. As the 
small bowel is drawn back into the abdominal cavity, 
the colon undergoes counterclockwise rotation. It is 
obvious that interference or variation in these in- 
tricate rotations, fixations, and divisions may result in 
the following: 

1. Atresia and stenosis due to failure of the pro- 
liferating epithelium to properly regress. 

2. Omphalocele, nonrotation, reversed rotation, 
and normal rotation with inadequate mesenteric- 
peritoneal fusion. Any of these conditions may be 
complicated by volvulus of the midgut or obstruction 
by peritoneal bands. 

3. Internal and external hernia. 

4, Inflammatory peritonitis (meconium peritoni- 
tis). This occurs when there is congenital obstruction 
which results in perforation. A chemical peritonitis 
is produced by the meconium which calcifies. 

5. Meconium ileus is associated with hepatic and 
pancreatic insufficiency. This should not be confused 
with meconium peritonitis. 

6. Extrinsic obstruction, as in annular pancreas. 

Rare instances of congenital obstruction have been 
reported in the adult. Bartlett® reported an instance 
of intestinal obstruction due to a congenital dia- 
phragm of the duodenum in a 76-year-old woman. 
Barnhard and Hidy’® reported an instance of small 
bowel obstruction due to intraluminal mesentery. 


Other causes ¢ Various incidences are reported for 
gallstone ileus; Camacho, Whitcomb, and Evans" 
mention 1 to 2 per cent of all nonstrangulating ob- 
structions. The mortality rate varies from 5 to 50 per 
cent. The usual mechanism of obstruction is by intra- 
luminal obturation. A stone up to 4 or 5 cm. in di- 
ameter will occlude the narrower portions of the 
small bowel (distal jejunum and ileum) or the ileo- 
cecal valve. The stone becomes impacted, and in- 
flammatory reaction in the bowel wall maintains the 
position of the stone. A less common mechanism for 
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the obstruction is perforation of the stone into the 
peritoneal cavity with subsequent adhesion forma. 
tion. 

Rare causes of obstruction reported in the recent 
literature’? include intestinal obstruction due to a 
large staghorn renal calculus which had eroded 
through the right kidney and resulted in inflamma- 
tory adhesions which subsequently caused obstruc- 
tion. 

An instance of obstruction of the duodenum due 
to a ruptured aortic aneurysm was recently report- 
ed." The dissecting hematoma displaced and com- 
pressed the third portion of the duodenum and com- 
pletely occluded the lumen. 

Obstruction of the jejunum due to diverticulosis 
was recently noted."* Interruption of the jejunal wall 
by the ostia of numerous diverticula resulted in inef- 
fective peristaltic waves. This eventually resulted in 
hypertrophy and dilatation of the involved segment. 
This further interfered with effective peristalsis so 
that a progressive cycle of events resulted in com- 
plete obstruction to the involved segment of bowel. 
With removal of the involved bowel, recovery was 
complete. 

Various causes of small bowel intussusception have 
been mentioned. Medical Memoranda* cites an ex- 
ample of Argentaffin tumor of the ileum with intus- 
susception. Soule and Hallenbeck" reported on poly- 
poid gastric heterotopia of the jejunum and ileum 
causing subacute intestinal obstruction secondary to 
intussusception in four patients. Intestinal intuba- 
tion’? may also cause intussusception. Here the mer- 
cury bag or the balloon may act as a mucosal tumor 
and result in invagination of the mucosa and then in 
intussusception. 

Ascaris lumbricoides infestation of the small intes- 
tine has been shown to cause intestinal obstruction.* 
The obstructing mechanism is occlusion of the lumen 
of the bowel by a coiled mass of ascaris worms. 


Clinical diagnosis 


Pain may be sudden, intermittent, and similar to 
other colics. The periumbilical pain of small intes- 
tinal obstruction is well known. Hyperperistalsis oc- 
curs early. The rushes coincide with the height of 
pains. A silent abdomen following hyperperistalsis is 
a grave sign. Vomiting occurs early in high obstruc- 
tion and late in low obstruction. Distention may be 
a late sign in 80 per cent of the cases. Constipation 
or obstipation is present early or late, depending on 
the site of obstruction. Diarrhea, of course, is the 
result of hyperperistalsis and represents a physiologic 
attempt to overcome the obstruction. This may be 
the only symptom in certain partial mechanical ob- 
structions.*® 

In the newborn the following should arouse sus- 
picion of obstruction:”° 

1. Maternal polyhydramnios 

2. Green vomitus 

3. Abdominal distention 

4. Abnormal evacuation of meconium. Failure to 
pass meconium in 12 hours is a warning signal. At 
24 hours past birth this is a danger signal. 


Roentgen diagnosis 


The x-ray findings in simple obstruction are based 
on the following main points.° 

1. Distended intestinal loops proximal to the steno- 
sis, containing gas and fluid 

9, Fluid levels demonstrated by horizontal direc- 
tion of the rays 

3. Increased mobility of the intestine 

4. Reduction or elimination of gas in the large 
bowel (contracted intestine distal to the stenosis ) 

5. Fluid in the peritoneal cavity 

6. Delayed passage of bowel contents proximal to 
the stenosis (after oral barium). 

These findings vary with the site, type, and complete- 
ness of obstruction. 

The classic problem is distinguishing strangulating 
from simple obstructions. Frimann-Dahl** estimates 
that every sixth patient presenting an x-ray picture of 
a simple obstruction will be found to have a more 
complicated problem. 


Strangulating obstructions * The following are 
x-ray signs of strangulating obstructions:” 

1. Coffee bean shadow. This is produced by gas in 
an incompletely incarcerated loop. 

2. The “pseudo tumor” shadow. Here the closed 
loop will not admit gas from above. The incarcerated 
loop fills mainly with bloody transudate from the 
process of strangulation. The resultant fluid-filled 
loops can exert pressure on other organs, such as the 
colon, bladder, or ureters. 

3. Fixation of a loop of intestine. 

4. Loss of normal mucous membrane pattern with- 
in the closed loop or above it. This is due to stagnant 
anoxia with loss of tone of the muscularis mucosae 
and disappearance of the fixed valvulae leaving a 
smooth, formless intestinal lumen. 

5. Absence of small intestinal gas in a case sus- 
pected clinically of small intestinal obstruction. 

6. The presence of unusually large amounts of 
fluid in the lumen of the small bowel. 

7. Long fluid levels beyond the usual size. 


TABLE I—ANATOMICAL AND ROENTGEN RAY CHARACTERISTICS OF INTESTINAL TRACT* 


8. Distention of a segment of intestine far out of 
proportion to the remaining loops. 

9. Absence of decompression of a localized loop 
following intubation with suction. 

10. The presence of moderate amounts of gas in 
the colon despite the apparent evidence of small in- 
testinal obstruction. 


Other types ¢ In cases of volvulus, in addition to the 
above signs, there may be severe distention of the 
stomach and duodenum in the presence of an other- 
wise gasless abdomen.”* 

In gallstone ileus" there will be distended loops of 
low jejunum or ileum. The biliary passages may con- 
tain air. The calculus may be identified in the lower 
abdomen or there may be absence of a stone noted 
on a previous examination. 

Intussusception of the small bowel may he detect- 
ed on the scout films:** 

1. The soft tissue shadow of the intineniaenaiines 
may be seen. 

2. Gas in the loop of bowel entering the intussus- 
ception may be funnel-shaped. 

3. The apex of the intussusception may be visible 
as a soft tissue density. 

4, There may also be gas in the lumen of the intus- 
susception or outlining it. 


Site and progress of obstruction * Anatomic locali- 
zation of the involved loops as in Table I** is helpful. 
It should be noted that the obstruction is quite fre- 
quently more distal than the gas-filled loops would 
indicate. At times a barium enema may be needed to 
determine if a loop of gas-filled bowel is colon. 

A fanlike configuration of distended loops of bowel 
may indicate the site of obstruction. Usually the ob- 
struction is opposite the area of maximal distention.”® 
This may be likened to the “pointing” of the bowel 
seen in acute inflammatory conditions of the ab- 
domen. 

Serial films taken at 24-hour intervals will indicate 
if the diameter of the bowel is returning to normal. 
If this is associated with rearrangement of the lad- 


Jejunum Ileum Colon 

Location Left upper quadrant Right lower quadrant Laterally, except for transverse 
colon, which can be seen in 
continuity with lateral portions 

Thickness of wall Thick Thin Thicker 

Lumen Widest part of small intestine Not so wide as jejunum Widest portion of intestine 

Mucosal folds Kerkring folds Circular folds Coarse haustral markings 

(circular 

folds ) Higher Shallower 
Closer Fewer 
Thicker Thinner 

A 
“Feathery” appearance with a Characterless appearance, with Haustral markings with scal- 
small amount of gas folds becoming obliterated loped effect 
“Herring-bone” or “coil- 
spring” appearance as disten- 
tion increases 
Straight thin walls 
Fluid levels Long single fluid level 


Fluid levels 
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dered intestinal loops then improvement is more cer- 
tain. 

X-ray evidence of obstruction may be seen in 6 to 
7 hours following onset.* If the films are negative in 


12 to 24 hours after onset, obstruction may be ex- 
cluded. 


Differentiation from benign nonobstructive con- 
ditions * Gas accumulates normally in infants up to 
2 years of age. In the adult, gas may accumulate 
during attacks of functional disease or confinement to 
bed because of injury or disease even of extra-ab- 
dominal nature. The presence of gas throughout the 
gastrointestinal tract from stomach to rectal ampulla 
will rule out mechanical obstruction.?’ 

Multiple air fluid levels in diverticula of the small 
bowel may simulate mechanical obstruction on plain 
films.?* Oral barium will determine the diagnosis. 

Allergy to codeine may also produce an x-ray pic- 
ture similar to that of mechanical obstruction. 

A saline cathartic taken several hours before a film 
of the abdomen will also produce the x-ray picture 
of obstruction. 


Use of contrast media * Most cases of bowel ob- 
struction can be diagnosed without the use of barium. 
However, when the diagnosis is suspected clinically 
and there are few x-ray signs, or in cases of partial 
obstruction, oral barium may be used to localize the 
site of obstruction. Barium may also be used where 
the indications for operation are not clear and the 
patient is to be observed. The barium will indicate 
the stenotic area or slow passage through the intes- 
tines. Usually 1 to 3 ounces of dilute barium will 
suffice. 

Some authors argue against the oral use of barium 
in bowel obstruction. They fear that barium will in- 
crease the degree of obstruction or inspissate and 
complete a partial obstruction. This fear is unfound- 
ed. Small bowel obstruction is accompanied by ac- 
cumulation of fluid, which will dilute the barium 
further. In the colon barium may inspissate because 
of the dehydrating function in that area. However, 
in complete obstructions fluid will accumulate prox- 
imal to the obstructed segment. Newer water-soluble 
contrast agents have been recommended for routine 
use without concern over whether the obstruction is 
in the small or large bowel. Barium enemas may be 
necessary for differentiating distended small bowel 
which may resemble colon on the x-ray films. 

In the newborn”® study of small bowel by oral 
barium is not recommended because of the danger 
of aspiration. The contrast enema is desirable in low 
small bowel obstruction to rule out the chance of the 
colon being obstructed. In high obstruction deter- 
mination of the normalcy of the colon is important to 
rule out meconium plugs of Hirschprung’s disease. 

An interesting use of gas as a contrast medium has 
been suggested by Perry, Van Drashek, and Wangen- 
steen.”® Gas is injected into the peritoneal cavity in 
cases where obstruction is suspected but the diagno- 
sis is inconclusive. The obstructed loop which is 
dilated by fluid is well outlined as a sausage-shaped 
mass by the intraperitoneal gas. 
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Cantor’ mentions the administration of barium 
through an intestinal tube as a means of determinj 
whether the tube can be removed. Five hours after 
the introduction of 14 ounces of barium into the tube 
and the discontinuance of suction, a film is taken of 
the abdomen. Suction is then reinstituted and a film 
made at 24 hours. Stasis of the barium can be de. 
tected in both films. Ready passage of barium into 
the colon indicates resolution of the obstruction. 


Review of case material 
from present study 


One hundred cases of bowel obstruction (exclud- 
ing paralytic ileus) seen at the Los Angeles County 
Osteopathic Hospital were reviewed. These cases 
were confirmed by operation, postmortem examina- 
tion, or by the clinical and x-ray picture. 


Etiology * The following is a tabulation of the causes 
of obstruction: 


Adhesions due to old surgery .............. 29 
Adhesions due to recent surgery ............ 21 
Adhesions due to inflammatory and 
Congenital stresis and stenosis ............. 6 
Congenital malrotation, bands and/or 
abnormal peritoneal reflection ............ 3 
Mesenteric thrombosis .................... 3 
Neoplastic stricture ......................: 1 
Endometriosis stricture .................... 1 
Kink in bowel from undetermined cause ..... 1 


Since the primary etiology was used for classifica- 
tion above, the incidence of volvulus is factitiously 
low; actually this condition was encountered in 15 
patients. Gangrenous small bowel was present in 18 
patients. 


X-ray diagnosis * The roentgenograms of 87 patients 
were available for review. 

Fifty-eight cases of simple obstruction showed suf- 
ficient x-ray criteria to be recognized as being a me- 
chanical small bowel obstruction. Partial obstruction 
was recognized in 3 patients on the scout films. Using 
contrast media, partial obstruction was recognized in 
4 patients. 

The patient with gallstone ileus showed evidence 
of small bowel obstruction with evidence of gas in 
the biliary tree. Three cases of simple obstruction 
showed evidence of pseudotumor formation. 

Three cases showed no evidence of bowel obstruc- 
tion. There was a discrepancy of 3 to 10 days be- 
tween the last films and the time of operation. The 
obstruction may have been incomplete at the time 
the x-rays were taken. 

The x-rays of 14 patients with volvulus were re- 
viewed. Six cases showed no distinction from simple 
obstruction. Five showed a pseudotumor shadow. 
One showed a coffee-bean shadow. Two showed 
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gothe gas and feces throughout the colon. Two of the 
cases were in newborn infants. Both had associated 
congenital atresias of the gut, volvulus, and peri- 
tonitis. One of these had meconium peritonitis. 

Gangrenous bowel was encountered 16 times. Two 
of the cases were due to mesenteric thrombosis. One 
case of mesenteric thrombosis showed generalized 
small and large bowel distention with impacted feces 
in the rectosigmoid. The other showed slight gaseous 
distention in the small bowel and colon. Question- 
able fluid-filled loops of small bowel compressed the 
superior surface of the bladder. 

Two patients showed definite pseudotumor forma- 
tion, and five showed questionable pseudotumor. One 
coffee-bean shadow was present. Two patients 
showed fixed gas-filled loops of small bowel. In 2 pa- 
tients a loop of bowel eventually perforated. Films 
made just prior to operation in one showed the lumen 
of small bowel outlined by gas on either side. The 
other showed evidence of peritonitis. 

The two cases of congenital atresia, volvulus, and 
gangrene showed evidence of peritonitis and massive 
peritoneal fluid. One had calcifications indicating 
meconium peritonitis. Only the stomach and proximal 
small bowel showed dilatation with gas. 

Five cases of congenital obstruction, other than the 
two mentioned above, showed only gas in the stom- 
ach, with dilatation of the proximal small bowel up 
to the area of obstruction. In three instances the 
barium enema showed only a collapsed colon. 


Discussion * Bowel obstruction was diagnosed 83 
times (96 per cent) by x-ray. The routine survey 
films used at Los Angeles County Osteopathic Hos- 
pital are an erect posteroanterior film of the chest, 
and flat and upright films of the abdomen. If the pa- 
tient is too ill, a left lateral decubitus film is made of 
the abdomen. Additional films such as posteroan- 
terior, coned views, and horizontal beam lateral films 
may be taken after the initial films are checked. 

Correlation of the x-ray and clinical findings can- 
not be stressed too strongly. The x-rays cannot be 
adequately evaluated without understanding the 
clinical picture. The four cases of simple obstruction 
with no x-ray evidence, and the mesenteric throm- 
bosis with evidence of paralytic ileus, would be com- 
pletely missed without clinical correlation. Further- 
more, volvulus showed no x-ray criteria in 6 out of 
14 patients. 

The importance of localizing the obstruction could 
not be correlated because this information was not 
always available on the operative record. This infor- 
mation, however, was frequently stressed in the ini- 
tial evaluation of the films and was often reflected in 
the location of the incision. 

Oral contrast media could have been used more 
frequently. It is well to use it when an obstruction is 
not to be operated immediately because the patient’s 
condition prevents operation or the diagnosis is un- 
certain. 

It is interesting that three cases of simple obstruc- 
tion showed a pseudotumor. This type of error will 
be in the patient’s favor since early operation would 
be the result. 
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Summary 


Mechanical small bowel obstruction still presents 
a serious diagnostic and therapeutic problem. 

A review of the literature and of 100 cases at Los 
Angeles County Osteopathic Hospital indicates that 
a majority of cases can be diagnosed by x-ray. The 
roentgenographic criteria have been reviewed. 

Differentiation between simple obstruction and 
strangulating obstruction is still a problem. There is 
no certain formula for diagnosing strangulation. The 
roentgenographic criteria when found are diagnostic; 
however, absence of x-ray signs cannot rule it out. 
Only careful clinical appraisal will avert disaster. 

The various causes of bowel obstruction have been 
discussed. The embryology of the alimentary tract 
has been discussed in relation to congenital small 
bowel obstruction. 1200 N. State St. 
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Choriocarcinoma 


SAMUEL BRINT, D.O.,* Philadelphia, Pennsylvania 


Choriocarcinoma is, as its name indicates, an invasion 
by a malignant tumor of the chorionic epithelium. It 
occurs only after pregnancy in some form—normal 
pregnancy at term, abortion, occasionally ectopic 
pregnancy, but most frequently hydatidiform mole. 
Approximately 50 per cent of choriocarcinomas are 
preceded by hydatidiform mole, though conversely, 
less than 5 per cent of moles are followed by chorio- 
carcinoma.’ This carcinoma may develop simultane- 
ously with the mole, or soon after pregnancy or abor- 
tion, or, in many cases, may lie dormant for many 
months between the last pregnancy and the develop- 
ment of a clinically observable tumor. 


Etiology and pathology 


The cause of this condition is not actually known. 
On gross examination, the chorioepithelioma is usual- 
ly a circumscribed nodule in the uterine wall. Some- 
times a slight elevation is visible in the wall. It 
may or may not project into the uterine cavity as 
a polypoid growth. As it develops, ulceration occurs, 
and the uterine wall may be penetrated by the 
growth of the tumor with direct extension into the 
broad ligament. On microscopic examination, it is 
characterized by extensive invasion of the myometri- 
um and vascular channels by bulky masses of tropho- 
blasts. Occasionally, both syncytium and Langhans’ 
cells take part with destruction of the muscular ele- 
ments by coagulation necrosis. Small areas of hem- 
orrhage are common. Usually, choriocarcinoma grows 
and metastasizes with startling rapidity. The whole 
thickness of the myometrium may be invaded. Metas- 
tasis by way of the blood stream to lungs, brain, and 
long bones, and other parts of the body is early. 

Pathologic diagnosis of a choriocarcinoma is at 
best very difficult, especially on shredded material. It 
is hard to determine whether the tissue is a mole in- 


*Dr. Brint is Chief of the Department of Obstetrics at Metropolitan 
Hospital where work on the case reported here was done. 
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completely removed, a benign locally invasive mole, 
or a choriocarcinoma. 


It may be said categorically that, in the present state of our 
knowledge of the morphology of these tumors, this decision 
can only rarely be made, and then it may be incorrect. In 
other words, the diagnosis of chorionepithelioma from cur- 
rettings is generally impossible, and at best is hazardous to the 
pathologist’s reputation.’ 


Clinical course and diagnosis 


Since a large percentage of choriocarcinomas are 
preceded by hydatidiform mole, symptoms of this 
condition are usually present. The uterus is larger 
than expected for the duration of pregnancy. Uterine 
infection is not uncommon. The patient may show 
symptoms of hyperemesis or pre-eclampsia in the 
latter part of the first or early part of the second tri- 
mester. The most common symptom, however, is 
vaginal bleeding. Persistent or recurrent bleeding 
after a pregnancy of any kind calls for investigation, 
especially after a hydatidiform mole. If the bleeding 
becomes excessive or prolonged, exploration of the 
uterine cavity and laboratory examination of the tis- 
sue should be performed. Since metastasis occurs 
early, the metastatic lesions may overshadow the 
primary uterine symptomatology. X-ray examination 
of the lungs should be carried out if the patient has 
had a previous mole or there is any suspicion of the 
possibility of a choriocarcinoma. 

In diagnosis the Aschheim-Zondek test is impor- 
tant. Any level of chorionic gonadotropin higher 
than the usual limits for the stage of pregnancy 
should arouse suspicion. Persistently positive tests 6 
to 8 weeks after delivery of a mole or even after a 
normal pregnancy indicate that some fetal or pla- 
cental elements have remained. Any history of missed 
periods, bleeding, or enlargement of the uterus not 
consistent with the length of possible pregnancy 
should make one suspicious of choriocarcinoma or 
hydatidiform mole. Another diagnostic aid is en- 
largement of both ovaries with a sustained elevated 
basal body temperature. 

The treatment, of course, is early panhysterectomy 


Fig. 1. Endometrial scrapings, showing syncytial trophoblasts and 
cytotrophoblasts (high power). Fig. 2. Endometrial scrapings, 


and bilateral salpingo-oophorectomy with the hope 
that this can be accomplished prior to metastasis. 


Case report 


A 22-year-old white woman, gravida II, para 2-0- 
0-2, was admitted to the hospital on January 31, 1959, 
with a diagnosis of functional uterine bleeding. This 
vaginal bleeding had started after the birth of her 
second child on November 30, 1957, and had been 
almost continuous until the time of admission. She 
used five pads a day and passed large clots which 
were preceded by abdominal cramps. In August 
1958, she had gone to a new physician who gave her 
injections in August and September. Thereafter, the 
bleeding had become minimal (daily spotting) with 
an occasional cramp. Further history revealed that 
labor in this patient had been induced because of 
“pressure in the chest.” There was also a history of 
two episodes of pneumonia during pregnancy and 
five blood transfusions due to severe anemia. The 
remainder of her history was essentially negative. 

On physical examination, this woman was found 
to weigh 121 pounds and be 5 feet 3 inches tall. Her 
blood pressure was 120/70. She had no physical ab- 
normalities except for some extreme tenderness in 
the lower right quadrant. On bimanual examination, 
the uterus was found to be normal in size, shape, and 
position. The cervix was irregular in outline, and the 
right ovary was slightly enlarged and tender. The 
left adnexa was essentially normal. On speculum ex- 
amination, the cervix was seen to be edematous with 
a brownish, bloody discharge exuding from it into 
the vagina. The provisional diagnosis was right ovar- 
ian cyst and/or endocrine dyscrasia. After gyne- 
cologic consultation, which concurred with the pre- 
operative diagnosis, dilatation and curettage were 
performed on February 2, 1959. An excessively large 
amount of endometrial tissue was removed. Two 
specimens, portions of which resembled placental tis- 
sue, were sent to the laboratory for pathologic diag- 
nosis. 

On February 3, the pathologist reported that there 
were some suspicious lesions of the endometrium. He 
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Fig. 2 


showing vascularity of tumor and infiltration of tumor into blood 
vessels (high power). 


suggested the possibility of choriocarcinoma or a 
syncytioma (Fig. 1). Specimens of tissue were taken 
to another pathologist for further examination, but 
neither would he make a definite diagnosis. Mean- 
while, the patient made a complete recovery from her 
operation, and was discharged from the hospital on 
February 5, 1959, after a 24-hour urine specimen 
was taken for urinary chorionic and pituitary gonado- 
tropin levels. Specimens of tissue were sent to the 
choriocarcinoma registry. On February 13, the uri- 
nary gonadotropin assay was reported to be 186 
mouse units, the normal being approximately 40 
units. On February 17, a report was received from 
the choriocarcinoma registry: A diagnosis of chorio- 
carcinoma, atypical lesions was made (Figs. 2 and 
3). The patient was readmitted to the hospital on 
that date. 

On readmission, the patient stated that she had 
had a recurrence of heavy vaginal bleeding and pain 
which was constant and dull and radiated into the 
right hip and thigh. Her hematocrit reading was 38 
per cent and hemoglobin 11 grams. Chest x-ray and 
complete skeletal survey for possible metastases were 


Fig. 3 


Fig. 3. Endometrial scrapings, showing malignant trophoblastic ele- 
ments (low power); no normal endometrium is present. 
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Fig. 4 


Fig. 5 


Fig. 4. Gross specimen of uterus, ovaries, and tubes. Fig. 5. Gross specimen of opened uterus, showing tumor in fundus. 


taken and found to be negative. A second test for 
urinary gonadotropin level was ordered. 

The following day, panhysterectomy and bilateral 
salpingo-oophorectomy were performed. The patient 
made an uneventful recovery during the first 6 days. 
The pathologist described the specimen as follows: 


The uterus, including the cervix, measured approximately 
8x5x6 cm. (Fig. 4). The cervix was smooth, pale pink in 
color, and the cervical os was patent. The endometrial canal 
was lined by a thin layer which was pale pink in color. In 
the fundus, a hemorrhagic mass measuring approximately 3 x 3 
cm. was located, showing extension into the first centimeter 
of the muscularis (Figs. 5, 6, and 7). Both tubes and ovaries 
were attached. The fallopian tubes were not remarkable; the 
ovaries contained small simple cysts together with a corpus 
luteum. 

On microscopic examination, sections of the hemorrhagic 
mass described in the gross displayed an architecture similar 
to that found in the endometrial curettements. The anaplastic 
pleomorphic malignant tumor tissue was seen to penetrate 
into the muscularis of the uterus and could be found to some 
considerable depth. In some areas the tumor showed a pre- 
dominance of cytotrophoblastic elements, whereas in others 
syncytial trophoblasts were prominent. These latter showed 


Fig. 6 


Fig. 6. Sagittal sections of uterus, showing tumor mass and depth 
of infiltration into myometrium. Fig. 7. Small sections of same 


large, irregular, deep-staining nuclei and a moderate to 
marked anaplasia. Mitotic figures were not infrequent in the 
specimen examined. The cervix showed no histologic abnor- 
malities. The fallopian tubes and ovaries were also unre- 
markable. 

eaprect: choriocarcinoma of the uterus, atypical (Figs. 8 
and 9). 


On February 24 (the sixth postoperative day), the 
patient started to bleed vaginally. The vagina was 
inspected, but no bleeding site could be determined. 
The following day, the bleeding became excessive, 
The vagina was reinspected, but no bleeder on the 
cuff could be isolated. The vagina was then packed 
with 5 yards of l-inch packing. The next day, the 
patient began to bleed through her packing. She was 
taken to the operating room and anesthetized. The 
vaginal packing was removed and an attempt to 
visualize a bleeding site vaginally was made. On 
passing a sound between the anterior and posterior 
layers of vaginal cuff, a large amount of old blood 
passed into the vagina. The patient was immediately 
prepared for a laparotomy and the abdomen opened. 


Fig. 7 


uterus visualizing depth of tumor infiltration into uterine wall. 
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Fig. 8 


fig. 8. Uterine endometrium, showing transition from normal en- 
dometrium to choriocarcinoma (low power). Fig. 9. Uterine endo- 


This was found to be filled with large blood clots, 
and an organized hematoma was present surrounding 
the sigmoid portion of the bowel. The bladder flap 
was dissected away from the vaginal cuff margin. 
The entire vaginal cuff seemed to be bleeding pro- 
fusely from multiple points. Several areas on the 
bladder flap of peritoneum were bleeding. The cuff 
was resutured with interrupted sutures. Several mat- 
tress sutures were placed lateral to the vaginal cuff 
to stop all oozing. The bladder flap was replaced 
over the vaginal cuff and peritonealization was car- 
ried out. A Penrose drain was placed in the abdomen 
through a stab-wound just to the left of the ab- 
dominal incision. She was returned to her room in 
fair condition. 

The patient seemed to make uneventful progress 
until March 5, at which time she complained of se- 
vere abdominal pain and leakage of fluid from the 
vagina. At this time, it was also found that the dress- 
ings over the abdominal drain were saturated. On 
March 6, methylene blue was given intravenously. It 
was found to stain both her vaginal and abdominal 
pads. An intravenous urogram was ordered, and this 
was performed on the following day. The radiologist 
reported no abnormal function of the kidneys, and 
both ureters seemed to be patent. There was no loss 
of dye into the abdomen, but the vagina was filled 
with dye. 

At about 6 p.m. on the same evening, the patient 
began to pass blood through her Foley catheter. The 
catheter was irrigated several times, but the bleeding 
became excessive. Urologic consultation was called, 
and the patient was again taken to the operating 
room where an attempt was made to perform cystos- 
copy. Visualization was not possible because of 
the large amount of blood collected in the bladder. 
The urologist did a suprapubic cystotomy, and after 
evacuation of large amounts of blood clots from the 
bladder, a vesicovaginal fistula was visualized in the 
posterior aspect of the bladder just medial to the 
ureteric opening. Along the edge of the fistula, a 
large amount of arterial bleeding was found. After 
attempts were made to tie off the bleeder, a supra- 
pubic catheter was inserted and the abdomen was 
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metrium, showing syncytial trophoblasts and cytotrophoblasts, and 
vascular invasion of tumor (high power). 


closed. The patient was returned to her room in poor 
condition, but improved steadily for the next 4 days. 

On this day, the patient began to complain of left 
flank pain. On redressing the incision area, multiple 
abscesses were found. These were cultured and 
found to be Escherichia coli, which were resistent to 
all of the ’mycins. The patient was placed on triple 
sulfa orally. The following day, the suprapubic 
catheter sloughed out and the lower portion of the 
incision opened down to the fascia, oozing large 
amounts of pus. For the next few days, the patient 
ran a temperature ranging from 103 to 105 F. Intra- 
venous Furadantin was started, and the abdomen 
was redressed twice a day with Furadantin ointment. 
Finally, on March 19, the temperature dropped to 99 
F. Although the abdominal wound was still wide 
open and draining pus, the patient seemed to have 
improved both physically and mentally. 

On March 22, the patient was instructed how to re- 
dress the abdomen and how to use a leg bag for the 
Foley catheter, and was discharged from the hospital 
with instructions to contact the urologist in 1 week 
and to contact the referring physician daily as to her 
condition. 

After leaving the hospital, the patient’s condition 
continued to improve. The abdomen healed slowly. 
Chorionic gonadotropin levels were taken every 2 
weeks and remained within or below normal limits. 

In July 1959, the patient was readmitted to the 
hospital, and the vesicovaginal fistula was repaired 
through a suprapubic incision. The patient remained 
in the hospital approximately 7 days and made an 
uneventful recovery. At this writing, the patient's 
gonadotropin level has remained normal, and there 
has been no sign of any metastatic lesions. 

The most interesting point about this case is that 
the patient had had vaginal bleeding for a period of 1 
year without any attempt at diagnosis. It is most 
unusual to find a patient who had a choriocarcinoma 
for this length of time without any signs of metastasis. 
It is now over a year since the initial operation. Bi- 
weekly gonadotropin levels have been carried out, 
and at no time has the gonadotropin level gone above 
normal limits. 
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Summary 


Choriocarcinoma is a rapidly metastasizing tumor 
of pregnancy, and it must be suspected in any case 
of postpartum or postabortal bleeding, especially if 
associated with hydatidiform mole. 

In the case here reported, vaginal bleeding persist- 
ed for a year before the diagnosis was made and 
operation carried out. The patient had a stormy post- 
operative course, but has recovered well and re- 
mained symptom-free, with no evidence of metastasis 
as determined by pituitary gonadotropin levels, for 
a full year after operation. 1930 Chestnut St. 


A study in 


clinical diagnosis 


ALEXANDER PRICE, D.O.,* and MARVIN ROS- 
NER, D.O.,* Philadelphia, Pennsylvania 


While the senior author was an intern, a man about 
60 years of age with a right inguinal hernia was ad- 
mitted for herniorrhaphy by one of the surgeons. The 
hernia was not incarcerated and was easily reducible, 
but the patient had pain in the right iliac region and 
a low-grade fever, the cause of which was not deter- 
mined. The following day, while performing the her- 
niorrhaphy, the surgeon decided at the same time to 
demonstrate the removal of the appendix through an 
incision in the hernial sac. This he proceeded to do 
and, to the patient’s good fortune, he removed what 
turned out to be an acutely inflamed suppurative 
vermiform appendix. With one operation the surgeon 
not only repaired an inguinal hernia but also re- 
moved the cause of the patient's right iliac pain and 
low-grade fever, symptoms which until that time had 
not been adequately explained. 

This experience left an impression of the necessity 
for a well organized, routine method of examination 
of all the body systems in order to avoid overlooking 
the less obvious diagnoses. In these times of speed 
and automation, we physicians must recognize that 
there is no short-cut, rapid method of making a com- 
plete diagnosis. A history taken by someone else sup- 
plements but does not replace the one done person- 


®Dr. Price is Associate Physician in Medicine, and Dr. Rosner is Chief 
Medical Resident, at Metropolitan Hospital, Philadelphia. 
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ally. No one can examine a patient for us. Within 
the patient himself inevitably lies the crux of the 
problem. 

With time and experience, it becomes obvious that 
a detailed history and physical examination are nec- 
essary to avoid errors in diagnosis. Most of these 
errors are made by the omission of details rather 
than by a lack of medical knowledge as such. This 
becomes quite apparent when, for example, one is 
confronted by a patient who has been treated for 
“anemia and low blood pressure,” yet a diagnosis of 
rectal carcinoma is made by inserting a finger in the 
rectum—something which the previous physician did 
not do. However, not all cases are so obviously mis- 
diagnosed by the omission of a simple necessary ex- 
amining procedure. Instead, what often seems an 
obvious diagnosis may not be the pertinent problem 
at the moment. 

We are concerned in this paper with three patients 
admitted to Metropolitan Hospital within the past 
few years with diagnoses that seemed quite correct 
until a detailed history and physical examination 
brought out important details which led to a more 
essential diagnosis. : 


Case reports 


Case 1 ¢ A middle-aged married woman was ad- 
mitted to Metropolitan Hospital on March 9, 1957, 
the day after the sudden onset of chest pain accom- 
panied by dyspnea. For about 10 days prior to ad- 


mission she had had an upper respiratory infection, 
but this was subsiding when the chest pain began. 
There was no history of similar discomfort in the past. 
On physical examination this patient was noted to 
be acutely ill, dyspneic, and orthopneic. The cardiac 
apex extended to the midaxillary line in the sixth 
left intercostal space. Cardiac rhythm was regular 
and the sounds distant. There were crepitant and 
subcrepitant rales at the left base posteriorly. A chest 
x-ray showed a marked enlargement of the cardiac 
shadow with the typical appearance of massive peri- 
cardial effusion. An electrocardiogram taken on ad- 
mission (Fig. 1) was typical of acute pericarditis. 
The patient was placed in an oxygen tent and 
treated symptomatically. A diagnosis of pericarditis 
of viral etiology was considered, and diagnostic 
studies were planned to determine the cause more 
specifically, if possible. However, the next electrocar- 
diogram, taken 6 days later (Fig. 2), provided the 
answer to the problem. It demonstrated the classical 
picture of an acute posterior myocardial infarction. 


Comment °¢ Pericarditis and acute myocardial in- 
farction may present similar clinical pictures.1_ How- 
ever, in myocardial infarction the therapeutic prob- 
lem is completely different from that in pericarditis; 
in addition there is a considerable difference in prog- 
nosis. The omission of the second electrocardiogram 
would have kept us from making the correct diag- 
nosis. 
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Case 2 * A 78-year-old white man was admitted on 
September 10, 1958, by his referring doctor, with a 
diagnosis of incarcerated right scrotal hernia. Except 
for this hernia, which was of 4 years’ duration, the 
patient claimed to have been well until 5 days before 
admission. He had had a transurethral resection for 
prostatic hypertrophy in 1954. 

His symptoms began 5 days before admission. 
After drinking chocolate milk, he experienced right 
upper quadrant pain associated with nausea. Two 
days later he passed dark brown urine. Pain had 
persisted, with frequent exacerbations, but was less 
severe on admission. The patient was not certain 
about the stool color. There was no history of weight 
loss. 

The cardiorespiratory history disclosed that he ex- 
perienced dyspnea on walking eight blocks, but there 
was no orthopnea. He had had a severe respiratory 
infection several years before. His genitourinary 
history had been normal since the transurethral re- 
section. The remainder of the systemic history was 
noncontributory. 

Physical examination revealed an aged white male 
with a pulse rate of 64 per minute, respiratory rate 
of 26 per minute, and blood pressure of 100/70. The 
right cornea was scarred, and a cataract of the left 
eye was noted. The skin was dehydrated and dry. 
There was a compensated edentia and an injected 
pharynx. His neck was sunken. Examination of the 
chest revealed the classical findings of pulmonary 
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emphysema, without presence of infection. The heart 
was of average size, with a regular rhythm and fre- 
quent premature contractions. The abdomen was 
scaphoid. The liver was not enlarged. The right 
upper rectus muscle was markedly spastic and the 
area quite tender. The gallbladder was questionably 
palpable. Peristalsis was not impaired. A nonre- 
ducible right scrotal hernia was present. The prostate 
was large and boggy, and soft, light yellow feces 
were present in the rectum. The anterior borders of 
the tibiae were thickened and convex. Peripheral 
pulsations were normal. 

A roentgenogram of the chest revealed pulmonary 
emphysema and cor pulmonale. Although a nonre- 
ducible scrotal hernia was found, the presence of a 
flat abdomen and normal peristalsis ruled against 
intestinal obstruction as the cause of the patient's 
symptomatology. This was substantiated by an ab- 
dominal x-ray survey. Intravenous cholangiography 
was performed because it was thought that the pa- 
tient had acute cholecystitis with cholelithiasis, and 
possible suppuration. There was no evidence of gall- 
bladder opacification, probable opacification of the 
hepatic and common bile ducts, and probable altera- 
tion in direction of the ductal systems. 

At operation on September 10, a subhepatic ab- 
scess due to empyema of the gallbladder with rup- 
ture was found. A cholecystectomy was performed 
and drainage instituted. The patient made a rela- 
tively uneventful recovery. He still has his hernia. 


Comment ¢ Correct diagnosis in this case was estab- 
lished by careful history and physical examination, 
the proper synthesis of facts, and logical deduction. 
We were dealing with a life-threatening situation, 
especially if the admitting diagnosis had been ad- 
hered to and a hernia repair performed. Since the 
abdominal cavity would most likely not have been 
entered for such an operation, exploration would not 
have been done and the offending lesion would have 
been missed. A second major surgical procedure 
would have been necessary and might have terminat- 
ed in death, or at least in a very stormy course. 


Case 3 « A 75-year-old white man was admitted to 
Metropolitan Hospital on August 17, 1958, with a 
diagnosis of bleeding internal hemorrhoids. Two 
years earlier a diagnosis of diverticulosis had been 
made when the patient was studied because of inter- 
mittent constipation. Two days before admission 
there was a recurrence of constipation and rectal 
bleeding. This had continued until admission. Hy- 
pertension of recent onset, dyspnea on moderate ex- 
ertion, and increased urinary frequency were also 
present. 

Physical examination revealed an aged white male 
who was acutely ill and dehydrated. His eyes react- 


ed to light. The lungs were clear. The heart was 
not adequately percussed, but the cardiac rhythm 
was regular and the heart sounds were normal. Pulse 
rate was 96 per minute, and blood pressure was 
160/100. There was moderate tenderness in the left 
iliac region. 

A diagnosis of acute diverticulitis and rectal hem. 
orrhage was made at this time. The senior author 
was asked to see this patient in consultation and to 
treat him from the medical aspect. Sigmoidoscopy 
was advised since the patient had no fever, and the 
presence of diverticulitis as the cause of bleeding was 
questionable even though diverticulosis of the sig. 
moid was obvious on x-ray examination. Sigmoidos- 
copy was carried out 2 number of times; each time 
no specific origin of bleeding was seen. However, 
blood was seen to come from above a level about 16 
cm. from the anal verge. On August 23, sigmoidos- 
copy was again performed, and a polypoid mass ap- 
proximately 1.0 cm. in diameter was then seen on 
the posterior wall of the sigmoid, 16 cm. from the 
anal verge. 

Three days later a polypectomy with biopsy for- 
ceps was done, and the pathologist reported the 
specimen to be an adenomatous polyp showing early 
carcinomatous change. Following this, surgical resec- 
tion of the involved segment of the sigmoid was per- 
formed. The patient made an uneventful recovery. 


Comment «¢ Although internal hemorrhoids are a 
very frequent source of rectal bleeding, they are 
often due to malignant change of the rectum and 
sigmoid. Diverticulosis and diverticulitis may cause 
rectal bleeding, at times massive.? Here, too, other 
causes of bleeding must be considered first, before 
these are accepted as the etiology. In this patient 
adequate search revealed a polyp with carcinomatous 
degeneration as the real source of bleeding, despite 
the fact that he had been found to have diverticulosis 
2 years earlier. Removal of the involved area of 
bowel may be considered a life-saving measure in 
this case, since it is difficult to tell when metastases, 
which were not present at the time of operation, 
would have occurred. 


Summary 


Three cases have been presented to demonstrate 
the value of very careful and detailed history taking 
and physical examination. A patient’s future or very 
life may depend on the performance or omission of 
one necessary procedure. 


1, Bullington, R. H., and Bullington, J. D.: ‘“Pseudo-infarction” 
phenomenon of acute pericarditis. J. Am. M. A. 171:2205-2208, Dec. 
19, 1959. 

2. Ulin, A. W., Sokolic, I. H., and Thompson, C.: Massive hemor- 
rhage from diverticulitis of colon. Ann. Int. Med. 50:1395-1406, June 
1959. 


and coma* 


GEORGE M. HABER, B.A., D.O., North Hollywood, 
California 


Diabetic coma is one of the most dramatic me- 
tabolic disturbances encountered in clinical medi- 
cine. It is a medical emergency of major degree, and 
can be classed with acute myocardial infarction, a 
ruptured viscus, or acute appendicitis. It does not 
develop when diabetes is under good control, and 
recovery is dependent on early recognition and ag- 
gressive treatment. While it is trite to state that 
the best treatment of most diseases is their preven- 
tion, it is axiomatic when speaking of diabetic keto- 
sis, ketoacidosis, and coma. It is a preventable 
complication of diabetes. If it does occur, it may be 
considered to be the fault of the patient, the physi- 
cian, or both. 

Prior to the discovery of insulin, the mortality from 
diabetic coma was virtually 100 per cent. It was at 
one time regarded as the inevitable culmination of a 
diabetic history. The fall in mortality rate in the last 
few years has been clearly demonstrated by Root. 
This can be attributed to the early and adequate use 
of insulin, the advent of antibiotic therapy for asso- 
ciated and complicating infections, and the better 
understanding of electrolyte physiology. 

Delay in arriving at a diagnosis of diabetic coma 
is the lethal offender. This enables the condition to 
pass from a stage in which very simple measures 
are promptly and favorably effective to the grave 
and multiple states associated with tissue starvation 
and seriously disturbed electrolyte values with pe- 
ripheral vascuar collapse. These processes can be 
stopped in their incipiency by an early diagnosis. 

Definition 

The term “diabetic coma” is used loosely in clinical 
circles. The Joslin group? classifies any case of dia- 
betic acidosis as one of coma if the carbon dioxide 
*This paper was written during residency training in the Department 
of Internal Medicine, Los Angeles County Osteopathic Hospital, under 
the Mead Johnson Graduate Education Program. This work has been 


supported by the Attending Staff Association, Los Angeles County Os- 
teopathic Hospital. 
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Diabetic ketosis, acidosis, 


combining power is 20 volumes per cent (9 mEq. 
per liter) or less. Danowski® reserves the term 
“coma” only for the unconscious and unresponsive 
patient. He employs the carbon dioxide combining 
power at the time of admission to divide the cases. 
Values between 15.1 and 20.0 mEq. per liter are 
classified as “ketosis”; the term “acidosis” is reserved 
for patients with a carbon dioxide combining power 
below 15.0 mEq. per liter. 

To the patient “coma” is a fearful word, synony- 
mous with deep unconsciousness and a state near 
death. I believe it would be desirable to avoid the 
use of the word unless the patient is virtually 
unconscious. Clinically, the terms “moderate,” “se- 
vere,” and “profound ketoacidosis” should be quite 
adequate to describe all types of so-called diabetic 
coma which are not characterized by unconscious- 
ness. 


Pathologic physiology 


Nearly all the clinical features of diabetic keto- 
acidosis can be attributed to two interrelated dis- 
turbances: The first of these is the accumulation of 
glucose in the blood and the second is the overpro- 
duction of ketone bodies, acetone, acetoacetic acid, 
and beta hydroxybutyric acid. If hyperglycemia is 
the chief manifestation of diabetes, ketosis is next 
in importance. Both are due to a common under- 
lying mechanism. Viewed broadly, ketosis results 
from a lack of available glucose.* In the absence of 
sufficient insulin, glucose is unable to cross the cell 
wall barrier.’ This results in several significant 
changes in body metabolism: First, blood sugar 
rises and produces hyperosmolarity of the extracel- 
lular fluid. A blood sugar of 500 mg. produces a 
rise of about 17 milliosmols per liter of extracellular 
fluid. Water will leave the intracellular fluid in 
accordance with the laws of osmotic equilibrium, 
increasing extracellular fluid volume.* Water loss is 
also due to solute excess when large amounts of 
glucose are excreted by the kidneys, causing poly- 
uria. A second effect of the cessation of carbohydrate 
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Diabetic coma is one of the most 


dramatic metabolic disturbances encountered 


in clinical medicine. It does not 
develop when diabetes is under 


good control, and recovery is dependent 


on early recognition and aggressive 
treatment. If it does occur, it may be 
considered to be the fault of the 
patient, the physician, or both 


metabolism is the appearance of ketone bodies in the 
plasma, which also increases plasma osmolarity.’ 

The exclusion or near exclusion of glucose from 
metabolism forces the body to call upon protein and 
fat as sources of energy. Thus, the catabolism of fat 
and protein is greatly augmented, and acetone 
bodies are produced at a rate exceeding the ability 
of the body to complete their oxidation.* Normally, 
fat is metabolized to carbon dioxide and water in 
the tricarboxylic acid cycle. However, in order to 
enter this cycle, the two-carbon fragment acetyl CoA 
or “active acetate” derived from fat must combine 
with a molecule of oxaloacetate which is derived 
from carbohydrate or protein.’ Fat is metabolized in 
diabetic acidosis, but because of the lack of oxida- 
tion of carbohydrate and the inability of protein 
catabolism to supply sufficient oxaloacetate, there is 
a relative lack of this substance. The supply of 
oxaloacetate is inadequate to insure the entry of 
acetyl CoA into the tricarboxylic acid cycle, and it 
condenses to form acetoacetic acid. Thus, ketone 
bodies are derived primarily by synthesis from acetyl 
CoA in the liver, and ketosis must therefore result 
from the conversion of acetyl CoA molecules to 
ketone bodies by the liver at a faster rate than the 
ketone bodies can be oxidized by extrahepatic tis- 
sues. It is generally accepted that the liver is the 
only organ that adds ketones to the circulation in 
significant amounts.'? Diabetic acidosis has never 
been found to exist without ketosis." 

The ketone bodies, of which acetone constitutes 
the largest portion, increase the osmolar content of 
the plasma still more, leading to further withdrawal 
from the cells and further intracellular dehydration. 
Unless neutralized or excreted, the ketone bodies 
will cause a rapid fall in plasma pH since they in- 
crease the anionic load in the extracellular fluid.’ 


The effect of ketosis 
on electrolyte and acid-base balance 


Water loss « A deficit of body water results from 
anorexia and vomiting, marked polyuria accompany- 
ing glycosuria, and the characteristic Kussmaul 
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breathing. There is an average loss of about 7 liters 
of total body water.’ 


Sodium loss * This may average 500 mEq. in severe 
ketoacidosis, although the serum level of sodium 
may be normal or high as a result of hemoconcep. 
tration.’ Chloride depletion is likewise present. The 
loss of sodium is mostly the consequence of an excess 
excretion of fixed acid (acetoacetic and beta hy. 
droxybutyric) with sodium in the urine. Much of 
the sodium deficit may also be accounted for by the 
loss of sodium during severe vomiting. The con- 
comitant loss of chloride is due mostly to the loss of 
gastric hydrochloric acid. The loss of water and 
sodium reduces the circulating blood volume, which 
leads to a reduction in cardiac output, blood pres- 
sure, and renal flow. Eventually circulatory collapse 
and shock appear.’ 


Potassium loss * The serum level of this cation is 
often elevated above the normal of about 5 mEq. 
per liter, yet the loss of potassium may be as much 
as 200 mEq. in individual instances.'* The potassium 
deficit is due in part to an inadequate intake aggra- 
vated by the loss of potassium-rich gastrointestinal 
fluid through vomiting and increased losses in the 
urine. Late in the process, an excessive glucocorti- 
coid output from the adrenal cortex enhances the 
renal loss. Shifts of the ion from the intracellular to 
the extracellular fluid occur. These are produced by 
a number of mechanisms: Loss of cell protein, as a 
consequence of starvation and increased gluconeo- 
genesis, liberates potassium and phosphate; de- 
hydration leads to an intracellular potassium loss; a 
deficient metabolism of carbohydrate impairs cell 
permeability so that potassium is allowed to escape 
from the cell; acidosis leads to an exchange of hydro- 
gen ions migrating into the cell, forcing potassium 
to enter the extracellular phase; and depletion of 
liver glycogen liberates bound potassium from the 
liver cells into the extracellular fluid. 


Phosphorus loss ¢ This follows, in general, the loss 
of potassium both in time and relative order of mag- 
nitude, but has less known clinical significance. 


Changes in acid-base balance * The body has a 
number of buffer systems, in the intracellular and 
extracellular fluids and in the cell solids, which can 
operate to compensate for changes in the normal 
electrolyte pattern. The most important of these is 
extracellular bicarbonate. With an increase in fixed 
acid, such as acetoacetic acid and beta hydroxybuty- 
ric acid, an increasing quantity of sodium is trans- 
ferred from the bicarbonate ion to the fixed acids, 
and is therefore no longer available as a buffer. A 
deep, sighing respiration (Kussmaul breathing) is an 
attempt to blow off as much carbon dioxide as pos- 
sible to re-establish the normal plasma ratio of bi- 
carbonate to carbon dioxide of 20:1.1° At the pH of 
blood (7.40) a ratio of 20:1 must exist between the 
bicarbonate and carbonic acid fractions; therefore, 
the measurement of total blood carbon dioxide will 
fall far below the normal of 27 mEq. per liter. 


Precipitating causes of diabetic ketoacidosis * 
The most common cause of diabetic ketoacidosis is 
the absence of adequate diabetic regulation, particu- 
larly the omission of insulin.** According to Dun- 
can,® the abrupt withdrawal of insulin, without ap- 
propriate precautions, when instituting tolbutamide 
therapy is a new means of precipitating diabetic 
ketosis. The second most common precipitating fac- 
tor is infection.* In one study,” infections acting as 
contributing factors included upper respiratory ill- 
nesses, pneumonia, carbuncles, abscesses, gangrene of 
the foot, pulmonary tuberculosis, hepatitis, sinusitis, 
acute rheumatic fever, urinary tract complications, and 
cellulitis of the neck. In other previously published 
series, infection, either major or minor, generally was 
ranked high among the precipitating factors of dia- 
betic acidosis, and was listed as the cause of acidosis 
in from 15 to 50 per cent of the cases.**7-"° Third, 
and somewhat neglected as a cause, are recurrent 
episodes of hypoglycemia with consequent depletion 
of liver glycogen. Recurrent hypoglycemic episodes 
result in the loss of carbohydrate tolerance.” 

Pregnancy, surgical operations,** and thyroid 
crisis? are seen as occasional precipitants of keto- 
acidosis and coma. Literature has slowly been ac- 
cumulating on the relation of emotional stress to 
diabetes mellitus, not only at the outset of the dis- 
ease but also during its management.?** 


Diagnosis 


Symptoms and signs * The onset of diabetic keto- 
acidosis is very commonly preceded by an intensifi- 
cation of symptoms frequently seen in diabetes. The 
most common precursors of ketoacidosis and coma 
are anorexia, nausea, and vomiting. Although they 
are not always chief complaints in acidosis, nausea 
and vomiting were observed in 79 per cent of the 
patients in a large series of pediatric cases, and in 
over 65 per cent of the patients in a mixed series.**.* 
The symptoms and signs are often notoriously vague 
and elusive. 

Examination of the patient with severe ketoacido- 
sis usually reveals the clinical hallmarks of dehydra- 
tion. Conjunctival, oral, and nasopharyngeal mem- 


branes are found to be dry and caked with inspissat- 
ed secretions. The skin is dry, lacking normal turgor. 
The intraocular tension is reduced, and the eyes are 
sunken. Polyuria increases and is accompanied by an 
uncontrollable thirst in the early stages. Hyperpnea 
is a frequently recognized sign when there is a re- 
duction in the blood pH. Kussmaul breathing is 
rapid, deep, and without obvious subjective dyspnea. 
The lower the carbon dioxide combining power, the 
greater the likelihood of Kussmaul respiration. Da- 
nowski® has reported overbreathing as one of the 
most frequent manifestations of diabetic acidosis. 
The odor of acetone can be detected on the breath. 
The pulse is rapid and weak, with the blood pressure 
often low. Severe hypotension with deficient periph- 
eral circulation is an ominous sign of extreme dehy- 
dration and acidosis. 

It has been stated in the past that fever is not 
present in uncomplicated diabetic coma, and that 
indeed, in extremely severe acidosis, the temperature 
is below normal or normal.? It should be added that 
the state of shock and dehydration may mask an un- 
derlying fever that becomes apparent when the pa- 
tient is hydrated and normotensive. Abdominal pain, 
it has often been pointed out, may be intense enough 
to mimic intrinsic abdominal disease.**?" These in- 
stances of pain often suggest acute appendicitis or 
perforated peptic ulcer. It is well known that the 
abdominal pain and spasm of diabetic acidosis re- 
spond to therapy rapidly, and usually a period of 
conservative treatment for 3 to 4 hours is indicated 
before contemplating operation in these patients.”* 
However, after a careful examination of the patient 
and the performance of a urinalysis and examination 
of the plasma for acetone, the diagnosis of diabetic 
acidosis is seldom in doubt. There is no other con- 
dition in which 4 plus glycosuria and 4 plus ketone- 
mia are found.”® 


Differential diagnosis * A number of disease states 
may mimic diabetic acidosis, leading to some diag- 
nostic confusion. The hazard of treating an insulin 
reaction as diabetic ketosis is readily apparent. It 
can prove a fatal error. Some of the features dis- 
tinguishing hypoglycemia from diabetic coma are 
presented in Table I.°° Severe hyperglycemia with 


TABLE I—DIFFERENTIAL DIAGNOSIS IN HYPOGLYCEMIA AND DIABETIC COMA” 


Hypoglycemia 


Diabetic coma 


History Insufficient food, excess insulin, excess exercise 


Onset Following short-acting insulin: Suddenly, a few hours 


after injection 


Insufficient insulin, infection, gastrointestinal upset 
Slow: hours or days 


Following long-acting insulin: Relatively slower, many 


hours after injection 


Course Anxiety, sweating, hunger, headache, diplopia, inco- Polyuria, polydipsia, anorexia, nausea, vomiting, labored 
ordination, twitching, convulsions, coma. (Headache, deep breathing, weakness, drowsiness, possibly fever 


nausea and haziness following long-acting insulin) 


Physical Pale, moist skin, full rapid pulse, dilated pupils, normal 
findings breathing, blood pressure normal or elevated, overac- 


tive reflexes, positive Babinski 


Laboratory Second urine specimen sugar- and ketone-free, low 


findings blood sugar, normal serum CO, 


JOURNAL A.O.A., VOL. 60, OCT. 1960 


and abdominal pain, coma 


Florid, dry skin, Kussmaul breathing with acetone odor, 
decreased blood pressure, weak rapid pulse, soft eye- 
balls 


Urine contains sugar and ketone bodies, high blood 
sugar, low serum CO, 
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blood sugar values in excess of 750 mg. per 100 ml. 
may be seen in a patient following a cerebrovascular 
accident. The absence of ketonemia, however, ex- 
cludes the possibility of ketosis, although mild keto- 
nuria may be present. The problem of differentiating 
uremia from diabetic coma is becoming more com- 
mon. Lack of ketonemia as well as failure of the 
blood sugar to rise assist in differential diagnosis. 
Salicylate toxicity, manifesting hyperpnea, vomiting, 
acetone odor of breath, abdominal pain, dehydration, 
and coma may present a diagnostic problem. Ex- 
amination of the sugar may give positive sugar re- 
duction tests with mild ketonuria. However, hyper- 
glycemia is usually absent and specific enzymatic 
tests for urine glucose will give negative or slight 
reactions. Salicylates in toxic doses cause first a 
respiratory alkalosis, but a metabolic acidosis may 
later supervene. 


Laboratory findings ¢ Urinalysis will lead to the 
correct diagnosis of virtually all cases of diabetic 
acidosis by demonstrating severe glycosuria and 
ketonuria. The few exceptions can be attributed to 
profound depression of the rate of glomerular filtra- 
tion and urine secretion, as seen in acute and chronic 
renal insufficiency.***? 

A polymorphonuclear leukocytosis is seen fre- 
quently. It is partly the result of dehydration, but 
largely from the increased adrenocortical activity 
present in acidosis and coma.** Consequently, the 
leukocyte count is useless in distinguishing infection 
from diabetic acidosis. The usual rise in the erythro- 
cyte count and hematocrit is largely a reflection of 
extracellular dehydration. Hyperglycemia between 
400 and 800 mg. per 100 ml. is usually found, though 
blood sugar elevations as high as 2,000 mg. per 100 
ml. have been observed.*t Danowski® states that 
values as low as 150 mg. per 100 ml. are compatible 
with a diagnosis of acidosis and coma. Azotemia is 
commonly seen. A constant and characteristic find- 
ing is a low carbon dioxide combining power. This 
is a metabolic acidosis resulting from the accumula- 
tion of ketone bodies and loss of sodium. The elec- 


Delay in arriving at a diagnosis of 
diabetic coma is the lethal offender. This 


enables the condition to pass from a 


stage in which simple measures are promptly 


effective to the grave state of tissue 
starvation, seriously disturbed electrolyte 


values, and peripheral vascular collapse 
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trolyte concentrations of sodium, chloride, potassj 
and phosphorus have previously been mentioned, 


Treatment 


The aim of treatment in diabetic ketosis, acidosis, 
and coma must be highly individualized and wil] 
vary greatly from patient to patient, depending upon 
age, vascular status, presence of infection, and de. 
gree of acidosis. Inasmuch as treatment is predicated 
on an accurate diagnosis, it could prove disastrous 
if the physician achieved a false sense of security by 
administering an antiemetic for the frequently ac. 
companying nausea and vomiting. 

The general principles of treatment are: first, res- 
toration of normal carbohydrate, fat, and protein 
metabolism by immediate and intensive insulin ther- 
apy; second, the treatment of acidosis, dehydration, 
and shock by the administration of fluid and electro- 
lytes, and whole blood or plasma; and third, the 
prompt recognition and treatment of any complica- 
tion, especially infection. 

In the treatment of diabetic acidosis it is wise to 
keep a chronologic chart of the patient’s progress 
and to establish baseline studies at the outset. In this 
way, the patient’s progress may be clearly followed. 
The laboratory studies to be secured immediately 
upon the patient’s entry to the hospital are: 

1. Urinalysis and culture; collect all urine, and 
measure intake and output 

2. Complete blood count, hematocrit, and plasma 
acetone 

3. Blood sugar, carbon dioxide combining power, 
pH, blood urea nitrogen, blood typing and cross- 
matching, and serum potassium 

4. Electrocardiogram. 


Insulin administration * The early administration 
of effective doses of insulin is the keystone of suc- 
cessful management,**> since the absolute or rela- 
tive lack of insulin is the basic deficiency. It is the 
sine qua non of the therapy of ketosis, acidosis, and 
coma. According to one text,’* a justifiable criticism 
of the treatment of diabetic coma in most institutions 
is that insufficient insulin is used. If the diagnosis 
is certain, the first dose should be administered with- 
out delay by the physician prior to transferring the 
patient to the hospital. Failure of the patient to re- 
ceive insulin before he reaches the hospital may be a 
decisive factor in the death of an occasional patient. 

Considerable attention has been paid to the ques- 
tion of insulin dosage in diabetic acidosis. The 
amount of insulin given will depend upon the se- 
verity of the individual case. A major criticism made 
by Marble** is that there is no such thing as the 
“average patient” and that each case must be indi- 
vidually managed. In 302 cases of diabetic coma 
treated at the Joslin Clinic, the average dose of in- 
sulin in the first 3 hours was 224 units; there were 
only 5 deaths, or 3.0 per cent. One-half to two- 
thirds of the total 24-hour amount of insulin required 
was given in the first 3 hours.? The severity of dia- 
betic acidosis is not only proportionate to but actual- 
ly defined by the level of serum acetone. 


Serum acetone is filtered through the glomerulus, 
t as are most solutes in the plasma. Water is re- 
sorbed in the renal tubule, leaving the serum acetone 
jn a more concentrated form in the lumen of the 
tubule. Hence, in the urine, acetone is concentrated 
about twentyfold over its plasma concentration. For 
this reason, there can be a strongly positive acetone 
in the urine of a patient with very mild acidosis. 

Rapid blood ketone determinations as described 
by Duncan* are not only reliable for the immediate 
recognition of the degree of ketosis present, but also 
provide a dependable guidepost for assessing the 
degree of insulin resistance in a given patient. A 
practical method is to place a small amount of 
oxalated blood in a Wintrobe hematocrit tube and 
centrifuge in the usual manner. A drop of plasma is 
then withdrawn and placed on an Acetest reagent 
tablet, which provides a standardized and reliable 
colorimetric test for ketosis. A reading of the color 
change is made in 2 minutes. If a 4 plus reaction for 
plasma acetone is detected, the plasma is diluted 1:1 
with water or saline. Two drops of the mixture are 
then placed in a tube and diluted 1:3 with water or 
saline. For each 4 plus reaction in the undiluted 1:1 
and 1:3 tubes, 100 units of regular insulin are given. 
A 4 plus reaction in the undiluted plasma would re- 
quire 100 units of insulin. A 4 plus reaction in the 
undiluted plasma and the first dilution would re- 
quire 200 units. If the second dilution (1:3) dis- 
closes a 4 plus reaction, 300 units are given in the 
initial dose and 50 units at % hour intervals. One 
half of the insulin is given subcutaneously and one 
half intravenously.*” 

Insulin should be of the unmodified “regular” or 
crystalline type. Prior to insulin administration, a 
blood sample should be obtained. However, in no 
case should insulin therapy be deferred until ex- 
haustive chemical studies are completed. The intra- 
venous route obviates delay resulting from slow ab- 
sorption. As the amount of acetone in the plasma 
decreases, the patient's sensitivity to insulin increases; 
likewise, as acidosis advances, insulin resistance in- 
creases. When the undiluted plasma falls below a 4 
plus reaction, the amount and frequency of insulin 
are markedly reduced. It should be mentioned that 
the blood sugar rarely falls below 250 mg. per 100 
ml. while ketonemia persists.”° In these cases insulin 
would be continued according to the foregoing plan, 
but glucose would be added intravenously. In using 
this plasma acetone method of Duncan,* the blood 
sugar is followed at 4-hour intervals. When the clin- 
ical condition of the patient and the plasma acetone 
reduction indicate that the depth of acidosis is 
markedly reduced, the insulin dosage is scheduled 
on a 4-hour basis. The insulin is given to scale as 
follows: 

44- urine sugar: 30 units of regular insulin 

3-++ urine sugar: 20 units of regular insulin 

2+ urine sugar: 10 units of regular insulin 

1+ urine sugar: no insulin 

0 urine sugar: omit insulin until glycosuria 
returns, and then give 20 
grams of carbohydrates im- 
mediately. 
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An occasional patient may require massive doses 
of insulin as a result of the development of insulin 
resistance.**:*° There is increasing evidence that hy- 
pergammaglobulinemia is associated with severe de- 
grees of resistance to insulin.s? ACTH or hydrocorti- 
sone may reduce the high level of gamma globulin 
and antibody formation as well as the resistance to 
insulin.** 


Fluid and electrolytes * Correction of fluid and 
electrolyte deficiencies are mandatory and should 
be started simultaneously with insulin therapy, since 
dehydration and loss of electrolytes are two of the 
most important clinical features of diabetic coma. 
Often the problem is a difficult one, depending on 
the duration of the uncontrolled diabetes. The aver- 
age patient with severe acidosis probably requires 
between 4 and 8 liters of fluid during the first 24 
hours of treatment. At the time insulin therapy is 
started, one should begin the intravenous adminis- 
tration of 1,500 to 2,000 cc. of 0.9 per cent saline 
(154 mEq. per liter) since deficits of these two ions 
develop concurrently in ketoacidosis. Because the 
water deficits are often extreme, many recommend 
the use of 0.45 per cent saline (a mixture of equal 
volumes of 5 per cent glucose in water and 0.9 per 
cent saline). These solutions are particularly advan- 
tageous when the hematocrit indicates severe de- 
hydration, but they should not be used initially, 
because they tend to aggravate sodium deficiency 
and entail the risk of water intoxication. It is well to 
limit the use of 0.9 per cent saline to the initial phase 
of therapy and to administer the first fluids rather 
rapidly, so that the patient receives 1 or 2 liters with- 
in the first 2 hours. 

After the initial 2 liters of saline, adequate volumes 
of water are provided, the correction of the electro- 
lyte depletion is properly slowed, and the increasing 
disparity between the chloride and sodium concen- 
trations in the blood is reduced by giving 0.45 per 
cent saline in 5 per cent glucose solution. Other- 
wise, the 1:1 ratio of sodium and chloride in physio- 
logic solution may result in a hyperchloremic acido- 


To the patient “coma” is a fearful word, 
synonymous with deep unconsciousness 
and a state near death. I believe it would 
be desirable to avoid use of the word 
unless the patient is virtually unconscious. 
Clinically, the terms “moderate,” “severe,” 


and “profound ketoacidosis” should be adequate 
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sis, aggravating the pre-existing metabolic acidosis. 
The fluid should be given intravenously unless there 
is some definite contraindication. 

Cardiac decompensation is unlikely to result if a 
reasonable estimate of the degree of dehydration has 
been correct. Actual determination of the degree of 
dehydration is difficult. If a patient is anuric then 
maximal dehydration may be assumed. 


The use of alkalies * Heretofore, the therapy of 
diabetic acidosis has emphasized, unfortunately, the 
use of one-sixth molar sodium lactate or equivalent 
amounts of bicarbonate. The administration of alkali 
is usually not necessary. These solutions promptly 
correct the acidosis and enhance the action of in- 
sulin, but fail to provide chloride and water.*? There 
is no evidence that moderate acidosis has any dele- 
terious systemic effect in itself. The alkalies also 
deprive the physician of one of the useful indices of 
recovery, that is, the rise in the carbon dioxide com- 
bining power which is observed when sodium is 
restored and ketone bodies are cleared from the 
extracellular fluid. Moreover, an iatrogenic alkalosis 
may suddenly replace the metabolic acidosis. 

Sodium lactate and sodium bicarbonate are not 
antiketogenic in action, as is insulin, but act only as 
neutralizing agents during the period of administra- 
tion and for a short time following. It is true that 
both agents will increase the carbon dioxide com- 
bining power, reduce the Kussmaul respiration and 
restlessness of the individual, and from all appear- 
ances help a desperate situation; but it must be 
remembered that this improvement is only tempo- 
rary since neither agent prevents the formation of 
ketone bodies. It is well to remember that the pa- 
tient may still die in diabetic coma in spite of the 
rise of the carbon dioxide combining power above 
coma levels produced by these agents. 

However, acidosis is actively treated when it be- 
comes severe enough to produce Kussmaul breath- 
ing. These very rapid respirations are not generally 
observed at pH values above 7.2.*° The use of 
sodium bicarbonate or one-sixth molar sodium lactate 
should be reserved for the severely ill patient in 
whom marked lowering of the pH is present, or in 
whom renal function is inadequate for clearance of 
ketone bodies.* 


Carbohydrate supplementation * The use of glu- 
cose in the early treatment of diabetic acidosis is 
controversial. Duncan® does not believe it serves any 
useful purpose while marked degrees of hypergly- 
cemia prevail. Delay in carbohydrate therapy is 
advisable to avoid intensifying hyperglycemia result- 
ing in increased cellular dehydration and osmotic 
diuresis. Glucose is required later in the treatment, 
once the blood sugar has begun to decrease. 

Since fructose can enter the glycolytic cycle with- 
out the aid of insulin, support for the use of fructose 
in place of glucose has been noted.**:** Although it 
is true that fructose uptake by the tissues is not 
dependent on insulin, since fructose can enter the 
glycolytic cycle without the aid of insulin, consider- 
able conversion of fructose to glucose takes place 


Shock is the principal cause of death 
and must be corrected. No other clinical 
disorder can induce in such a short 
period a more profound state of 
dehydration than diabetic acidosis. 
Impending shock should be watched for and 
treated early. The blood pressure 
should be watched as closely as the 


blood sugar. Shock unresponsive to therapy 


may be due to hypokalemia 


in the liver, reducing the potential advantage of 
fructose over glucose. 


Potassium ¢ A realization of the importance of 
potassium metabolism in diabetic acidosis has con- 
tributed significantly to improved management. The 
initial serum potassium concentration does not indi- 
cate the magnitude of the external loss or intracellu- 
lar deficit of this ion which has occurred during the 
period of uncontrolled diabetes. During the un- 
treated phase of diabetic acidosis, potassium is leav- 
ing the cells to be excreted in the urine. The urinary 
excretion may fail to keep pace with the discharge of 
potassium into the extracellular fluid which is rapidly 
diminishing in volume. A normal or even elevated 
serum potassium is thus usually found prior to ther- 
apy. Excessive potassium is reflected in the electro- 
cardiographic tracing when symmetrical, peaked 
(“tent-shaped”) T waves are present. 

As hydration is restored, the concentration of po- 
tassium is reduced by dilution and accelerated ex- 
cretion. Thus the volume of the extracellular fluid 
is rapidly expanded, with a dilution of the potassium. 
There is also a loss of potassium as diuresis takes 
place, and potassium is transferred to an intracellu- 
lar position during rehydration and glycogen storage. 
There is no way to estimate the magnitude of the 
potassium deficit with any precision. 

It is imperative that the potassium deficiency be 
replaced since a deficit of this ion has been respon- 
sible for fatalities in otherwise properly managed 
cases.** The infusion of potassium should be de- 
ferred, however, until renal output is adequate and 
the concentration in the serum is known to be de- 
pressed. In general, it is best to avoid administration 
of this ion until urine output has increased to 50 cc. 
per hour and 2 to 3 liters of fluid have been given. 

Clinically, the hypokalemic state is demonstrated 
by a generalized weakness as the first symptom, with 
paralysis of groups of skeletal muscles following this. 
Advanced symptoms include paralysis of the dia- 
phragmatic and intercostal muscles, so that accessory 


muscles of respiration must be employed, giving a 
Suhmouth” type of respiration. Intestinal distention, 
nausea, and vomiting have been noted also as prob- 
able manifestations of potassium depletion. 

Less is known about phosphorus levels which 

rallel potassium with a negative balance during 
the development of diabetic acidosis and a positive 
balance during recovery. 

Too rapid administration of potassium may be 
hazardous. The normal total potassium content of 
the extracellular fluid is only 70 mEq. Rapid admin- 
istration of a potassium infusion may lead to hyper- 
kalemia and cardiac arrest. Potassium should not 
be given faster than 20 mEq. per hour. It should 
never be given rapidly or in an undiluted form into 
the tubing or into the vein. In most instances, by 
the time 100 mEq. of potassium have been given, 
sufficient clinical improvement has occurred to per- 
mit cessation of fluid administration intravenously 
and the patient can be encouraged to drink fruit 
juices and broth which contain relatively large quan- 
tities of potassium. 

The electrocardiogram is the most sensive meas- 
urement of hypokalemia. The alterations in the elec- 
trocardiogram characterizing this electrolyte imbal- 
ance are: Prolongation of the Q-T interval, a broad 
flat T wave, inversion of the T wave, and prominence 
of the U wave. The level of plasma potassium can 
also be determined by flame photometry, but this is 
not as reliable an index of total potassium deficit. 


Prophylactic antibiotics, catheterization, and gas- 
tric lavage * Weinstein*’ has pointed out the dangers 
of general antibiotic prophylaxis. Petersdorf and 
colleagues‘* investigated antibiotic prophylaxis in 
a group of 72 unconscious patients, including 10 
with diabetes mellitus. Results from this study in- 
dicated there was no benefit from the prophylactic 
administration of antibiotic drugs and that the pro- 
cedure was deleterious in several cases. Therefore, 
the proper procedure for patients with diabetic 
acidosis is to obtain appropriate smears and cultures 
with the use of antibiotics for specific infections. 

Beeson*® has emphasized the necessity of avoiding 
catheterization whenever possible. 

Unless the patient is in extremis, removal of the 
gastric contents by lavage should be a routine pro- 
cedure at the beginning of treatment. Eight ounces 
of warm normal saline solution may be left in the 
stomach. A cleansing enema should be given rou- 
tinely. 


Points of danger * The danger signals of diabetic 
coma are: 

1. Shock which is unresponsive to therapy 

2. Progressive oliguria 

3. Rapid, shallow, irregular respirations, muscle 
weakness or paralysis (signs of low serum potas- 
sium ) 

4. Rising temperature 

5. Insulin resistance. 

The major causes of death are:*° 

1. Shock 

2. Infection 
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3. Hypokalemia 

4. Overhydration. 

Shock is the principal cause of death and must be 
corrected. No other clinical disorder can induce in 
such a short period a more profound state of dehy- 
dration than diabetic acidosis. Impending shock 
should be watched for and treated early. The blood 
pressure should be observed as closely as the blood 
sugar. Shock unresponsive to therapy may be due 
to hypokalemia. Whenever the initial decline in blood 
pressure does not respond promptly to the adminis- 
tration of water and electrolyte solutions, transfu- 
sions should be carried out immediately. Water and 
electrolyte solutions should be used simultaneously. 


Summary 


Although ketoacidosis is a common and important 
complication of diabetes mellitus, its treatment re- 
mains controversial. Rational therapy can be found- 
ed only on knowledge of the biochemical disturb- 
ances and their correction. 

In this paper the following aspects of diabetic keto- 
sis, acidosis, and coma were considered: pathologic 
physiology, electrolyte physiology, precipitating fac- 
tors, symptoms and signs, differential diagnosis, lab- 
oratory findings, treatment, and complications. A 
second paper is in preparation, devoted to case ma- 


terial demonstrating pitfalls in therapy. 
6441 Coldwater Canyon Ave. 
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Pulmonary hypertension* 


IRVING J. HAIMAN, D.O., Detroit, Michigan 


Recognition of the roentgen changes in pulmonary 
hypertension has become of great importance since 
the advent of the surgical correction of mitral stenosis 
and congenital heart disease. Many studies have 
been carried out attempting to correlate the pulmo- 
nary artery pressure with changes in the pulmonary 
vasculature. The conclusions from many of these 
studies have shown the estimation of pulmonary ar- 
tery pressure to be relatively accurate and clinically 
applicable. The causes of pulmonary hypertension 
are many; therefore, if we can recognize the roent- 
gen changes and correlate them with the clinical 
findings and history of the patient, a greater insight 
into the patient’s problem will be achieved. 

®This paper was submitted in partial fulfillment of the requirements for 
certification by the American Osteopathic Board of Radiology, 1959. 


The initial work on this paper was done at Zieger Osteopathic Hospital, 
Detroit, under the direction of Hal K. Carter, D.O. 


Etiology 


Pulmonary hypertension has been defined as an 
increase in the pressure of the pulmonary vascular 
bed. This can occur in the venous or arterial system. 
Pulmonary artery hypertension is said to exist when 
the pulmonary artery pressure exceeds 30/15 mm. 
Hg. Pulmonary venous hypertension exists when 
the left atrial pressure is over 8 to 10 mm. Hg mean 
pressure. 

The pulmonary arterial pressure is governed basi- 
cally by the output of the right ventricle and the re- 
sistance of the pulmonary vascular system. Thus it 
can be seen that any mechanism which increases the 
pressure in the lesser circulation of the lung will in- 
crease the pulmonary artery pressure. Also, an in- 
crease in blood flow of more than 15 liters per minute 
will cause an increase in pulmonary artery pressure. 

The following classification of the causes of pui- 
monary hypertension is adapted from that prepared 
by Goodwin:' 


1. Increase in flow 
A. Extreme: high output states: exercise, liver 
failure, arteriovenous fistula, Paget’s disease, fever, 
anemia, anoxia 
B. Left to right shunt causing torrential pulmo- 
nary blood flow: aortic pulmonary shunts 
Il. Increase in resistance 
A. Precapillary (the arteriolar bed ) 
1. Vasoconstriction 
a. Secondary to venous hypertension; for 
example, mitral stenosis 
b. Anoxia, due to chronic pulmonary dis- 
ease: emphysema, pulmonary fibrosis, et 
cetera, also cause obliteration of the vascu- 
lar bed 
2. Arteritis 
a. Periarteritis nodosa 
b. Systemic lupus 
c. Unknown (primary pulmonary hyper- 
tension 
d. Congenital heart disease 
3. Embolic 
a. Tumor 
b. Thrombus 
4, Atheroma 
B. Postcapillary 
1. Obstruction to: 
a. Pulmonary veins, left atrium, or left 
ventricle 
2. Mitral valve disease 
a. Left atrial tumors 
b. Left ventricular insufficiency 
3. Constrictive pericarditis. 


Morphologic and physiologic pathology 


The structural changes occurring in pulmonary hy- 
pertension were first described by Parker and Weiss? 
in 1936, in connection with mitral stenosis. They list- 
ed the following morphologic changes: 

1. Thickening of the alveolar walls 

2. Change of flat epithelial cells to cuboidal in the 
alveoli 

3. The pulmonary capillaries become compressed 
and surrounded by collagen, therefore separating the 
capillaries from the alveolar lining 

4, Thickening of the capillary basement membrane 

5. Intimal thickening of the small arteries 

6. Atherosclerosis of the larger pulmonary arteries 

7. Thickening and hyalinization of the surrounding 
connective tissue of the veins 

8. Interstitial edema. 

The above changes cause interference with gaseous 
exchanges in the alveoli. 

In mitral stenosis, left atrial hypertension gives 
rise to pulmonary venous hypertension. The pulmo- 
nary arterial pressure also increases. It has been 
shown** by utilizing angiopulmograms that there is 
peripheral arterial vasoconstriction in mitral stenosis. 
The angiopulmograms may show arteriolar constric- 
tion in more cases than will histologic sections of the 
lung periphery. This is true because the initial vaso- 


constriction will be functional, and spasm will not be ~ 


present when the histologic studies are made. The 
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Fig. |. A 32-year-old man with patent ductus arteriosus, with pul- 
monary artery pressure of 120 mm. Hg. The heart is enlarged. The 
main pulmonary artery is greatly enlarged, as is the right pulmo- 
nary artery. There is marked narrowing or attenuation of the 
peripheral vessels. Kerley's B lines were visualized on the original 
film. 


mechanism by which mitral stenosis produces pulmo- 
nary arteriolar constriction is as yet unknown. 

Chronic pulmonary disease produces pulmonary 
hypertension principally by occluding or obliterating 
the vascular bed and by producing hypoxia. It has 
been shown that hypoxia in the alveolar air produces 
arteriolar vasoconstriction, as does an increase in the 
cardiac output. 

Occlusion of the smaller branches of the pulmo- 
nary artery, which can occur in sickle-cell anemia, 
extensive metastatic carcinomatosis, and in schisto- 
somiasis, will produce the findings of pulmonary hy- 
pertension. Occlusion of a main pulmonary artery by 
a thrombus or embolus may do the same. 


Roentgenographic findings 


If the pulmonary hypertension is due to increased 
blood flow, as in patent ductus arteriosis (Fig. 1), 
atrial septal defect, or ventricular septal defect, 
which causes a left to right shunt, there will be dila- 
tation of the main pulmonary artery segment and its 
branches and an increase in vascularity. However, 
if this increased blood flow is complicated by pre- 
capillary pulmonary resistance and high pulmonary 
artery pressure, the peripheral arteries will become 
narrowed. The pulmonary veins in congenital heart 
disease cannot always be clearly identified and gen- 
erally are not distended. However, the presence of 
anomalous venous drainage into the right atrium will 
cause an increase in vascularity of the pulmonary 
veins. Right ventricular enlargement will also be 
visualized. 

Pulmonary hypertension may be due to increased 
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resistance, as in mitral stenosis. In this case, pulmo- 
nary venous and arterial pressures are only slightly 
elevated; the pulmonary vascular pattern may be 
normal when the venous pressure becomes high; and 
distention of the veins in the upper lobes occurs. As 
the venous pressure increases, the precapillary resist- 
ance also increases and the pulmonary arteries un- 
dergo vasoconstriction. 

The lower lobe veins in mitral stenosis also are 
narrowed. Arterial narrowing is predominantly in 
the lower and middle zones of the lung fields. En- 
largement of the hilar and parahilar pulmonary ar- 
teries occurs (Fig. 2). As the pulmonary hyperten- 
sion progresses, the main pulmonary artery and right 
and left pulmonary arteries become further enlarged, 
and arteries in the parahilar regions show a sharp 
narrowing or appear amputated (Fig. 3). The 
peripheral arteries become even more narrow. 

Enlargement of the outflow tract of the heart oc- 
curs as the process progresses. The presence of fine, 
peripheral, horizontal lines seen in the lung bases is 
indicative of pulmonary interstitial edema and pul- 
monary hypertension. These lines, first described by 
Kerley, are called Kerley’s B lines’ (Figs. 4 and 5). 
Manifestations of the primary cause of the pulmo- 
nary hypertension, for example, the pulmonary 
changes in pneumoconiosis, Boeck’s sarcoid, carcino- 
matosis, left ventricular failure, or pericarditis, will 
be found. 

Mottling of the lung fields is due to hemosiderosis, 
which increases in pulmonary hypertension. 


Discussion 


The utilization of the roentgen manifestations of 
pulmonary hypertension to estimate the degree of 


Fig. 2. A 31-year-old woman with mitral stenosis. The heart is en- 
larged. There is moderate enlargement of the main pulmonary 
artery and of the right pulmonary artery. The peripheral arteries 
attenuated rapidly. The main pulmonary artery pressure was 50 
mm. Hg. 
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Fig. 3. A 27-year-old woman with mitral stenosis, with a main pul- 
monary artery pressure of 75 mm. Hg. The heart is slightly en- 
larged. There is slight enlargement of the main pulmonary artery 
segment associated with moderate enlargement of the right pul- 
monary artery. There is a marked narrowing of the peripheral 
arteries. Kerley's B lines are visualized. 


pulmonary hypertension has been commented on by 
many authors. For example, Jacobson, Schwartz, and 
Sussman® utilized the size of the pulmonary artery 
segment in the posteroanterior roentgenogram and 
concluded that the best correlation was obtained 
where the size of the pulmonary artery segment was 
normal or slightly enlarged, and the pulmonary ar- 
tery pressure generally ranged from 0 to 50 mm. Hg. 
They also concluded that the higher the pulmonary 
artery pressure and the larger the pulmonary artery 
segment, the poorer the correlation between the two. 

Van Epps’ has stressed the importance of careful 
study of the pulmonary artery trunk, the major and 
peripheral divisions of the pulmonary arteries, and 
the degree of attenuation of the peripheral divisions 
in estimating pulmonary artery pressure. He has stat- 
ed that the estimation of the degree of pulmonary 
hypertension is fairly accurate in pressure ranges of 
0 to 30 mm. Hg and 30 te 70 mm. Hg, and should be 
graded as normal, moderate, and severe. 

The B lines of Kerley or septal lines are present in 
pulmonary hypertension, but are not as valuable in 
estimating the pulmonary artery pressure as is the 
rate of attenuation of the peripheral vasculature. 
These lines, which are manifestations of interstitial 
pulmonary edema, are found in sarcoidosis, pneumo- 
coniosis, lymphangetic carcinomatosis, reticuloses, 
left ventricular failure, and mitral stenosis, to name 
a few of the causes of pulmonary hypertension. 
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Fig. 4. A demonstration of Kerley's B lines. 


The degree of hypertension and severity of the 
pulmonary roentgen signs in congenital heart disease 
showed no consistent relationship in a study by 
Keats, Kreis, and Simpson.* They found right ven- 
tricular enlargement and dilatation of the main pul- 


Fig. 5. A 13-year-old girl with mitral stenosis. The heart is greatly 
enlarged. The pulmonary arteries are enlarged, and Kerley's B 
lines are present. 
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monary artery and perihilar vessels in patients with 
left to right shunts without pulmonary hypertension. 

The difference in the roentgen pattern of congeni- 
tal heart disease and mitral stenosis has been de- 
scribed by Goodwin.’ These basic differences are: 
(1) the main pulmonary artery does not always en- 
large in congenital heart disease; (2) the peripheral 
arteries dilate without regional difference; and (3) 
there is lack of narrowing of the pulmonary veins 
to the lower zones in congenital heart disease. 

In an attempt to correlate the roentgen findings 
with pulmonary artery pressure in pulmonary hyper- 
tension, the case histories of 25 patients with cardiac 
catheterizations were reviewed from the files at 
Zieger Osteopathic Hospital. In each case the systolic 
pressure in the pulmonary artery or right ventricle 
was recorded. Twenty-three patients had clinically 
proved mitral stenosis; one had a diagnosis of pri- 
mary pulmonary hypertension; and one had patent 


Fig. 6. A patient with mitral stenosis. Right pulmonary artery 
pressure was 30 mm. Hg. Slight cardiac enlargement is seen, but 
pulmonary arteries and peripheral vessels are essentially normal. 


ductus arteriosus. In 13 cases, a pulmonary artery 
pressure of 0 to 40 mm. Hg was recorded; in 8 cases, 
the pulmonary artery pressure was 40 to 75; and in 
4 cases the pulmonary artery pressure was over 75. 
The size of the pulmonary artery segment and main 
pulmonary arteries, and the degree of narrowing of 
the peripheral arteries, were the roentgen changes 
utilized in attempting to estimate pulmonary artery 
pressure. 

It was found that in the group having from 0 to 40 
mm. Hg of pressure, little or no change in the pul- 
monary artery or pulmonary peripheral vasculature 
was evident; however, there was a very slight in- 
crease in the main pulmonary artery segment (Figs. 
6 and 7). 
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Fig. 7. A patient with mitral stenosis, with moderate cardiac en- 
largement. Pulmonary artery pressure was 40 mm. Hg. There is 
slight enlargement of the main pulmonary artery and of the right 
pulmonary artery. Peripheral vessels are essentially normal. Also 
noted is enlargement of the left atrium. 


Roentgen changes in the group having 40 to 75 
mm. Hg of pressure included definite narrowing of 
the pulmonary peripheral vasculature and moderate 
enlargement of the main pulmonary arteries (Figs. 2 
and 3). In the group having pressures over 75 mm. 
Hg there was abrupt narrowing or amputation of the 
peripheral vessels with marked enlargement of the 
main pulmonary arteries (Fig. 1). 

In four cases where cardiac decompensation com- 
plicated the picture, there was no correlation. The 
pulmonary artery pressure was much lower than that 
which one would estimate from the roentgen changes 
(Fig. 5). 

Factors which prevent reliable assessment of esti- 


mation of pulmonary artery pressure are as follows: 

1. Gross cardiac enlargement, which obliterates 
the hilar vessels 

2. Congestive heart failure, which can lead to g 
lowered pulmonary artery pressure with a corre. 
sponding decrease in the size of the pulmonary ar. 
teries (Fig. 5) 

3. Acute pulmonary edema. 


Summary 


The etiology, pathology, and physiopathology of 
pulmonary hypertension have been briefly described, 
The importance of recognizing the roentgen manifes- 
tations of pulmonary hypertension and their value in 
determining pulmonary artery pressure in mitral 
stenosis and congenital heart disease have been dis- 


cussed. 
Zieger Osteopathic Hospital, 4244 Livernois Ave, 
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Industry and medical education 


Policy planners in industry have become very much 
interested in medical education, very deeply con- 
cerned about the future. These men have foresight. 
They plan for many years ahead. They did their 
planning for today many years ago. 

When today they look at the general national pic- 
ture ahead they see most prominently a population 
expansion unprecedented in our history, estimated 
at more than 235 million by 1975 and still growing. 

A basic document, “Physicians for a Growing 
America,” also known as the Bane report, published 
by the U.S. Department of Health, Education, and 
Welfare, points up the critical shortage of doctors 
that is with us even now and will become chaotic by 
1975 without proper planning and implementation 
for increasing the number of medical graduates. In 
the language and thinking of the Bane report, of 
course, “medical graduates” includes graduates of 
osteopathic colleges. 

The report lists three major phenomena which in- 
fluence the growing need for physicians of this na- 
tion: (1) rapid growth of population with a more 
than proportionate increase in the younger and older 
age groups which need the most medical services; 
(2) increase in individual use of medical services be- 
cause of improvements in living standards, increased 
urbanization, more education, widespread use of 


JOURNAL A.O.A., VOL. 60, OCT. 1960 


health insurance, and advances in medical knowl- 
edge; and (3) an increase in the number of physi- 
cians required for specialized services, such as re- 
search and training. 

According to the Bane report, in forty-eight states 
and the District of Columbia in 1959, there were 
some 235,000 doctors of medicine and 14,000 doctors 
of osteopathy for a population of 177 million people, 
or 141 physicians per 100,000 people. In 1959, there 
were 6,900 graduates of schools of medicine and 470 
graduates of schools of osteopathy in the United 
States. The current plans of present and developing 
schools indicate that the total output will only in- 
crease from 7,400 graduates to about 7,900 by 1965. 
An increase of 500 graduates would not be adequate 
even to maintain the current ratio of physicians to 
the population. To maintain our present-day ratio 
would require, by 1975, a total of 11,000 graduates 
annually, or 3,600 more than were graduated in 1959. 

The Bane report further specifies: 

“An additional problem is that presented by the 
serious underfinancing of approximately 15 per cent 
of the present schools. While these schools meet the 
requirements of accreditation, accreditation in itself 
establishes only minimal standards of acceptability. 
As ]mnowledge in the medical field has expanded in 
breadth and depth, the desirable medical education 
has moved farther away from the minimal standard. 
Continued underfinancing can only lead to further 
deviation from the desirable standards of medical 
education. .. . 

“Today the United States has a total of 85 medical 
schools and 6 schools of osteopathy. Eighty-one of 
the 85 medical schools and all of the schools of os- 
teopathy offer a 4-year curriculum. Four schools of 
basic medical sciences offer only the first 2 years of 
the program, after which the students transfer to a 
medical school with clinical facilities to complete 
their training. .. . 

“A number of schools are today facing increasing 
financial difficulties. A school with an undergraduate 
enrollment of 400 and with a minimum adequate 
faculty, now needs a basic operating budget of about 
$1.5 million (exclusive of grant-supported research) 
if it is to meet properly its educational responsibility. 
A number of schools have budgets below this mini- 


mum... . 
“In 1958 the 85 medical schools in the United 


States spent an estimated total of $264 million. Of 
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this amount $176 million was for basic operations 
and the remaining $88 million for grant-supported 
research. These figures do not include the cost of 
operating teaching hospitals. In the same year the 
six osteopathic colleges spent $6.8 million of which 
$6.6 was for basic operations and $200,000 for grant- 
supported research. . . . 

“For medical schools as a whole, tuition and fees 
from the students in 1941 accounted for 32 per cent 
of basic operating budgets; in 1948 for 23 per cent; 
the percentage has now dropped to 13 per cent. In 
1958, income from tuition and fees in the osteopathic 
colleges amounted to $1.4, or 21 per cent of the 
amount spent for basic operations.” 

All this makes it very plain that if medical schools 
and medical students do not get outside financial 
support in the immediate future, and in large 
amount, medical education is on the way to being 
priced out of the race for the brilliant young people 
growing up in our schools and colleges and electing 
their careers. 

Industry has so far been less concerned with the 
training of health care personnel than with its own 
major needs in personnel procurement, such as en- 
gineers, chemists, and physicists. But now the more 
far-seeing industrial captains have sighted a broader 
perspective. The storm signals are really flying. 
There is a growing awareness on the part of the fed- 
eral government that health care for 1975 is not just 
a problem. It is rapidly approaching the stature of 
emergency. 

There is another factor, too. The labor unions are 
vitally concerned with health care problems. The 
supply of physicians is at least as important to the 
individuals comprising the working armies of indus- 
try as it is to the captains of industry and the high 
commanding generals. Labor organizations have a 
practice of reaching the point of action very effec- 
tively, when necessary. 

Industry has long known that healthy employees 
cut costs. Healthy publics increase sales. A healthy 
nation is a prosperous nation. Now the facts are 
marshalled right there on industry's council tables. 
Something must be done about them. 

And it is something like this. Federal aid to medi- 
cal colleges and teaching hospitals is in the pattern 
of matching funds. The government shares the cost 
with the grantee. 

Shall industry help? 

That is not quite the question, if we are to be 
exactly realistic. The question is rather, How does 
industry choose to assist? Will it act directly, in its 
own name and to its own credit in the eyes of the 
public, or, will it choose rather to contribute indi- 
rectly, through increased taxes and by subsidizing 
health programs sponsored by organized interests? 

Industry knows that health care is here to stay. It 
is vital to every phase of national life, if we are to 
be a healthy nation of healthy workers and healthy 
customers. 

Industry has a firm policy of trying to leave noth- 
ing to chance. If an industry’s raw material comes 
from the South American forests, for instance, it 
spends money to safeguard those sources. It checks 
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the plantings, crop-raising conditions, everything 
technically necessary to assure the best in output, 
not only this year, but for the years ahead. 

It also spends money on the workers in the for- 
ests, their health care. It builds hospitals, it super. 
vises sanitation, it becomes a powerful contributor 
to the communities in which those faraway workers 
live. The health of the workers is really a component 
of the total of the raw material on the cost sheet. 

Similarly, the health care of its own workers and 
of the public, its customers, is being figured on cost 
sheets, realistic items, “raw material” of a sort. 

Industry does not throw money away, even its 
tax-free gifts. The leaders in industry's planning 
are turning towards the support of medical educa- 
tion and medical students. There are better days 
ahead for the medically inclined brilliant minds in 
the growing generation. 

Let us hope it is not too late. Let us hope indus- 
try gets full credit for its increasing support of physi- 
cian-training institutions and individual student doc- 
tors in training. 

The health care of those 235 millions of 1975 will 
be paid for, and industry knows it will be paying, 
one way or another. 


The hospital volunteers 


You ask yourself, “Why on earth do they do this?” 
And then, seconds later, you are ashamed you asked. 

We mean the question about the motivation of 
your hospital’s volunteer workers. Why? The doc- 
tors’ professional responsibility over and above fees 
keeps them on the go through the wards and pa- 
vilions without a wasted moment. The nurses must 
be efficient, accurate, active, on the alert for emer- 
gencies while about their routines. It’s their job. 
The administrative staff, from “super” down the line 
to sweeper-upper, works there. It’s a job for every 
man-Jack and woman-Jill to do the best he and she 
can. 

But how about the volunteer workers? Not a job, 
that is, no salary. What makes them tick? They fold 
surgical sponges, fix gauze for absorbing fluids dur- 
ing operations, operate the hospital gift shop and the 
patient library, sometimes give bed baths; and much 
of the time they must cope with the querulous, de- 
manding sick. All “for free”! 

A newspaper editor wondered why and assigned 
a star feature writer to investigate. She enlisted 
with the volunteers. She found that, primarily, they 
enjoyed their work. Some felt paid by the satisfac- 
tion achieved at meeting a challenge. It “did some- 
thing” for them in their personal problems. 

“I was scared to death when I started,” related one 
volunteer. “Just terrified. Now I love it. It’s tremen- 
dous. It gives you confidence. Once you've met the 
challenge, it helps you meet other situations with 
more equanimity.” 

Another (aged 68) felt she owed the hospital 
something! “They'll never know what it has done for 
me,” she testified. “It somehow gave me a chance to 
find myself.” 


All found a profit in their work in the same altru- 
istic area with the feeling of dedication of the physi- 
cian who has chosen an exacting life work, of the 
nurse in her rigorous routine existence, of the mis- 
sionary carrying light and love to faraway primitive 
social orders. 

In no case did the writer find what she expected, 
women seeking an escape from boredom or aiming at 
a new thrill, strutters sopping up patients’ gratitude 
as gobs of gravy to fatten their self-esteem. “We get 
some,” she was told, “but they never stay long.” 

She did find women with no economic pressure to 
earn a living, women who felt better satisfied work- 
ing there than spending time at fun and games. She 
also found career women devoting evening hours to 
almost menial tasks, schoolteachers, a fashion co- 
ordinator, a food economist. 

“And the real conversation-stopper,” reported the 
writer, Louise Hutchinson, Chicago Tribune, “a New 
York Central Railroad hostess, who came to the hos- 
pital to do volunteer work during Chicago stopovers!” 


You shall know them 
by their friends 


The meeting of the National Osteopathic Founda- 
tion’s Board of Directors on October 8 in the Central 
Office symbolizes an increase of formal lay participa- 
tion in the affairs of the osteopathic profession. Lay 
members of the Board include: Board chairman, 
Herbert E. Evans, president of the Peoples’ Broad- 
casting Corporation; vice chairman, Earle R. Mac- 
Laughlin, chief engineer, Dow Chemical Company; 
William T. Brady, president, Corn Products Com- 
pany; Edgar L. Harden, president, Northern Michi- 
gan College; and Leslie W. Scott, president, Fred 
Harvey (Restaurant Chain). 

These distinguished lay directors, as well as the 
some 600 prominent community leaders now serving 
the profession on the boards of osteopathic colleges 
and large osteopathic hospitals, testify to the quality 
of past health care rendered by the profession. 

Throughout the years since the founding of the 
profession, grateful patients have left their legacy to 
today’s osteopathic physician in terms of practice 
rights, bequests and grants, and ever-increasing pub- 
lic esteem for the D.O. degree and the contributions 
of osteopathic medicine. 

Our lay friends today are endowed with a heritage 
of sacrifice and steadfastness of purpose which will 
enable them to write even more dramatic and sig- 
nificant chapters in the profession’s history. 
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January convention 
in Florida 


Separation of the general clinical sessions of the an- 
nual convention from the annual legislative congress 
of the American Osteopathic Association has been 
achieved in scheduling for 1961. The 4-day meeting 
at Miami Beach, January 23 to 26, will constitute the 
official 1961 A.O.A. Convention and Clinical Assem- 
bly; the House of Delegates will meet in Chicago 
next summer. 

The January meeting format is the culmination of 
many months of deliberations and intensive study by 
the Bureau of Conventions, the Committee on For- 
mat and Scheduling of the National Convention, and 
the Program Advisory Group comprised of specialty 
college representatives. 

Careful study of the calendar and of the conven- 
tion and meeting schedules of component and affili- 
ated groups clearly showed that every month during 
1961 contained some conflict of interest on the part 
of A.O.A. membership. January was finally selected 
because it offered the least degree of conflict in time 
and interest. 

There were strong reasons, beside the point of the 
consideration of conflict, for selecting January and 
Miami Beach, among them, the availability of ex- 
ceptionally fine hotel accommodations in one of 
America’s most popular winter vacation areas at spe- 
cial convention rates for the individual members and 
convention space facilities on advantageous terms for 
the Association. The charges in both cases compare 
favorably with those in major cities such as New 
York, Los Angeles, and other convention cities which 
the A.O.A. has visited. 

The general conclusion reached by the Bureau, as 
well as the Committee, was that Miami Beach in 
January presents the optimum in attractiveness to 
“the whole family.” 

To say that January 1961 offers “the least conflict” 
does not mean that there is no conflict or even that 
there is no important conflict. But the decision to 
separate the clinical sessions from the legislative con- 
gress in itself was aimed at avoiding one very im- 
portant conflict—-that which deprived a large and 
representative segment of the profession, the mem- 
bers of its House of Delegates, of participation in 
clinical sessions by the necessity of convening in its 
deliberative and policy-making meetings while the 
clinical programs were in progress. 

To assure comfortable and convenient accommo- 
dations, it is suggested that physicians contemplating 
attending the first national convention ever held in 

Florida consult the following two pages. 
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Hotel 
Reservation 
Application 


G5TH ANNUAL CONVENTION 
AMERICAN OSTEOPATHIC ASSOCIATION 
JANUARY 23-26, 1961 

MIAMI BEACH, FLORIDA 


Hotels require 
reservations before January 1 
Early application advised 


Important! Please read these instruc- 
tions before filling out application 
form at the right: 


1. All reservations must be made 
directly to: 
A.O.A. Convention Reservations 
Manager 
Deauville Hotel 
67th and Collins Avenue 
Miami Beach, Florida 


OR 


A.O.A. Convention Reservations 
Manager 

Carillon Hotel 

68th and Collins Avenue 
Miami Beach, Florida 


2. Do not send reservations to the 
local convention arrangements com- 
mittee or to the American Osteo- 
pathic Association Central Office. 


3. Classifications of eligible appli- 
cants for hotel accommodations: 
member, officer, trustee, scientific or 
commercial exhibitor, 


4. Activities will take place at the 
Deauville and Carillon Hotels, 


SPECIAL A.O.A. CONVENTION HOTEL RATES 


$ ut’ 
Twin bedded room One bedroom Two bedroom 
(1 or 2 persons) and parlor and parlor 
Deauville Hotel (Headquarters) $22.00 $52.00 and $76.00 and 
67th and Collins Avenue 24.00 60.00 86.00 
26.00 
Carillon Hotel (Co-headquarters) $22.00 $46.00 and $68.00 and 
68th and Collins Avenue 24.00 54.00 80.00 
26.00 


Please indicate in space provided if you desire the modified American Plan which includes breuk- 
fast and dinner. 


© $3.00 additional per person, per day, includes a modified American Plan at the CARILLON. : 
(© $3.50 additional per person, per day, includes a modified American Plan at the DEAUVILLE, 


Note: If a room at the rate requested is not available, a room at the next available rate will be 
assigned. 


PLEASE PRINT OR TYPE AND CHECK HOTEL PREFERENCE 


Date of application 


0 A.0.A. Convention A.O.A. Convention 
Reservations Manager Reservations Manager ! 
Deauville Hotel Carillon Hotel 
67th and Collins Avenue 68th and Collins Avenue 
Miami Beach, Florida Miami Beach, Florida 1 
ACCOMMODATIONS: 
CO Single occupancy (twin beds); rate desired: $ per day : 
© Double occupancy (twin beds); rate desired: $ per day 
© One bedroom and parlor suite; rate desired: $ per day 
© Two bedroom and parlor suite; rate desired: $ per day 
Date of arrival Hour 
Date of departure. Hour. 
OCCUPANTS: 


(The name of each hotel guest must be listed. Therefore, please include the names of both persons 
who will occupy each twin-bedded room requested. Please do not make reservations for anyone 
without definite agreement with parties involved.) The name and address of each person for whom 
you are requesting reservations and who will occupy the room is: 


APPLICANT: 


Name 


Street Address : City Zone State 


Name of firm, if commercial exhibitor 
PROMPTNESS IN COMPLETING THIS FORM WILL INSURE DESIRED HOTEL ACCOMMODATION 
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Deauville Hotel, 67th and Collins Avenue 


Carillon Hotel, 68th and Collins Avenue 


ADVANCE CONVENTION REGISTRATION 


American Osteopathic Association 65th Annual Convention 


1961 REGISTRATION RULES 
Those who may register are: members of the Association, 
their children, and their adult guests who are not osteo- 
pathic physicians; osteopathic students, osteopathic stu- 
dents’ wives; commercial and scientific exhibitors. 


Osteopathic physicians who are not members of the Asso- 
ciation but appear to be eligible for membership will pay a 
fee of $75.00 in addition to the $30.00 convention registration 
fee. Such doctors may thereupon apply for membership at 
the registration desk, and their $75.00 fee will be applied to 
their annual dues. All such applications will be put through 
the regular channels. If the applicant is not acceptable, 
$50.00 of the $75.00 will be returned and the remainder re- 
tained as the registration fee charged nonmembers. 


Osteopathic physicians not eligible for membership in the 
Association may register for the Convention, but only upon 
the presentation of official, written evidence of current 
membership in a divisional society of the Association. Such 
doctors must pay a fee of $25.00 in addition to the $30.00 
convention registration fee. 


SUMMARY OF INSTRUCTIONS 


1. Fill in Advance Registration Form. 

2. Give names of adult guests and juvenile guests (under 
18 years). 

3. Make check payable to: American Osteopathic Asso- 
ciation. 

4. Mail Advance Registration Form and Check to: 


American O. P 
B of C i 

212 East Ohio Street 
Chicago 11, Illinois 
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Miami Beach, Florida, January 23-26, 1961 


REGISTRATION FEES 


+Member of American Osteopathic Association...............eeeeeeeees $30.00 
*Members of AAOA House of $10.00 
(Whose husbands are not in attendance) 
§ Students, including interns and residents...............s.eeeeeeeeeees No Fee 


tIncludes tickets for; A.O.A. President’s Luncheon, Andrew Taylor Still Lec- 
ture and Luncheon, A.O.A. Luau, Health Care Plans Luncheon and Alumni 
Luncheon. 

* Includes women’s tea only. 

§ Individual tickets for entertainment events may be purchased. 

tSee registration rules on this page. 


ADVANCE REGISTRATION FORM 
Name 
STREET ADDRESS CITY ZONE STATE 
Adult guests. 


Juvenile guests. 


This space for A.O.A. Central Office use, only: 


Amount received. 


Date postmarked 


Date received 
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Mobilization of the 
nation’s health resources* 


JOHN MOORE WHITNEY, M.D., Dallas, Texas 


Civil defense is as necessary for the survival of our 
country as is military defense; for if a nation is to be 
secure, it must establish protective measures against 
all eventualities and for all segments of the popula- 
tion. 

Establishment of defenses at this stage in history 
is one of the most critical problems facing the nation. 
The threat of nuclear warfare with its capability of 
mass destruction of unparalleled magnitude is ever- 
existent. Additional possibilities of horrendous per- 
petration of disaster are inherent in the developments 
in bacteriologic and chemical warfare. 

We in the Public Health Service, and specifically 
the Division of Health Mobilization, are concerned 
with all aspects of modern-day warfare as they affect 
the health and medical care of the civilian popula- 
tion, and the preattack preparations that must be 
made. Under assignment by the Office of Civil and 
Defense Mobilization, we are charged with the re- 
sponsibility of developing and instituting plans and 
operations to build civilian readiness to meet disaster 
and to accomplish basic survival in the wake of dis- 
aster. 

Survival of this country following all-out attack 
will depend upon its ability to reconstitute its social, 
environmental, industrial, and governmental struc- 
tures. Basic to all recovery will be the health of the 
*Presented at the Sixty-Fourth Annual Convention of the American Os- 
teopathic Association, Kansas City, Missouri, July 21, 1960. Dr. Whit- 


ney is Medical Director, U. S. Public Health Service, Department of 
Health, Education, and Welfare, Region VII, 
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surviving population. Thus, here is the critical area 
of concern. 

The saving of lives depends upon many factors, no 
one of which can be considered singly or can tip the 
scale alone, except on rare occasions. Certainly when 
we think in terms of treating casualties numbering in 
the millions, it is obvious that total health resources 
are involved, including the manpower to provide 
medical and nursing care; supplies of drugs and 
other matériel; and hospital facilities, equipment, 
and personnel. 

In broadest terms, then, emergency health re- 
sources are the triad—comprised of manpower, ma- 
tériel and facilities—required to prevent the impair- 
ment, and to improve and restore the physical and 
mental health conditions of the civilian population. 
Critical to health considerations, and incorporated 
within the triad, are elements essential to everyday 
living, such as safe water and food supplies; ade- 
quate shelter; waste disposal; and prevention and/or 
control of communicable diseases. 

The National Health Plan, issued in December 
1959 as Annex 18 to the National Plan for Civil and 
Defense Mobilization, provides the general guide- 
lines under which the health mobilization program 
operates, and delineates responsibilities and func- 
tions integral to emergency performances. 

Health services are defined as medical and dental 
care in all of their specialties and adjunctive thera- 
peutic fields; the planning, provision and operation 
of first aid and emergency medical care stations, hos- 
pitals, and clinics; preventive health services, includ- 
ing detection, identification, and control of com- 
municable diseases, their vectors, and other public 
health hazards; inspection and control of purity of 
food, drugs, and biologicals; food and milk sanita- 
tion; public water supplies; sewage and other waste 
disposal; registration and disposal of the dead; pre- 
vention and alleviation of water pollution; vital sta- 
tistics services; preventive and curative care related 
to human exposure to radiologic, chemical, and bio- 
logic warfare agents; and rehabilitation and related 
services for disabled survivors. 

The National Health Plan defines health man- 
power as: physicians (including doctors of osteop- 
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athy), dentists, sanitary engineers, and registered 
nurses. Personnel from each of these health profes- 
sions are responsible for actively participating in civil 
defense and defense mobilization planning and train- 
ing in his community. The national associations of 
these health professions, including the American 
Osteopathic Association, are named as having re- 
sponsibilty to advise the Office of Civil and Defense 
Mobilization and the Department of Health, Educa- 
tion, and Welfare in organization and planning, 
training, education, research, and other functions 
pertinent to each association. The respective organi- 
zations further are encouraged to establish commit- 
tees for this task. 

State and local societies of professional health or- 
ganizations enter the National Health Plan also. Al- 
though each state and local health department car- 
ries the primary and statutory health role at its 
respective level, assistance to state and local govern- 
mental agencies in the preparation and execution of 
civil defense health plans from all professional health 
organizations is necessary to adequate health pre- 
paredness. 

It is recognized by the Office of Civil and Defense 
Mobilization and the Public Health Service that 
provident utilization of professional manpower is the 
crux of any emergency health plan. Much of our 
surveying, planning, and operations is devoted to 
assuring that all health personnel are fully utilized. 
A primary goal of the health mobilization program is 
to train doctors of medicine and osteopathy in the 
rudiments of disaster preparation and activity. The 
Division of Health Mobilization recently conducted 
three baseline courses titled “Health Services Aspects 
of Health Mobilization”: the first at Brooklyn, New 
York, in April; the second at Battle Creek, Michigan, 
in May; and the third in Alameda, California, in 
June. Attendance included many representatives 
from both the American Osteopathic Association and 
the American Medical Association. 

Some of the subjects taught in the week-long ses- 
sion were: medical self-help, medical care by allied 
medical personnel; radiologic, biologic, and chemical 
warfare defense; mass casualty care; epidemiology in 
disaster; disaster sanitation; and community health 
services. Students also participated in a field exer- 
cise in emergency water treatment and witnessed a 
Civil Defense Emergency Hospital uncrated and set 
up for operation within minutes after the “go-ahead” 
signal. 

It is hoped that those who attended these three 
courses have taken back to their communities some 
of the knowledge they gained and the enthusiasm 
engendered, for we see in them valuable instruments 
of assistance to the national defense effort. For our 
part, we will continue to provide additional mate- 
rials, advice, and assistance to those who have par- 
ticipated in the baseline courses. We also plan to 
conduct other similar courses in the future. 

I would like to describe for you some of the prem- 
ises on which the health mobilization program is 
based and some of the assumptions guiding estab- 
lishment of national emergency planning. 

From the combination of experiences in the annual 
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The saving of lives depends upon many 
factors, no one of which can be 
considered singly or can tip the scale 
alone, except on rare occasions. When we 
think in terms of treating casualties 
numbering in the millions, it is obvious that 
total health resources are involved, including 
manpower for medical and nursing care; 
supplies of drugs and other materials; and 
hospital facilities, equipment, and personnel 


Operation Alerts, World War II, and Korea; research 
by private and governmental agencies; and meticu- 
lous and specialized studies by both military and 
civilian experts, we have been able to piece together 
a projected attack pattern covering all areas of ex- 
pected exigencies. 

In case of all-out attack on the United States by 
thermonuclear weapons, we can anticipate the fol- 
lowing: 

1. The health manpower situation: Number of ex- 
pected survivors, 135 million. Of these, roughly 120 
million will be uninjured, and 15 million will be in- 
jured in varying degrees. Number of M.D.’s and 
D.O.’s surviving, some 160,000. This number is ex- 
pected to diminish to approximately 140,000 60 days 
postattack as a result of delayed radiation sickness 
and loss from other diseases and injuries. Twenty- 
seven thousand public health personnel would be 
alive immediately postattack, with further additional 
loss of 2,000 expected. 

2. The health facilities situation: Hospital loss will 
be heavy during attack; use of many hospitals denied 
because of fallout. Nationally, about 800,000 civilian 
hospital beds would be available, counting those in 
prepositioned Civil Defense Emergency Hospitals. 
Due to radiation decay, 285,000 additional beds 
should be available 60 days postattack, thus reducing 
the number of competitors for each bed. 

3. The health supply situation: Actual amount of 
water available for human consumption and for sani- 
tary purposes is difficult to estimate. In general, 
there will be about a 60 per cent pumping capacity 
in attacked areas. However, lack of power combined 
with the presence of fallout will reduce this 60 per 
cent to a usable capacity of approximately 10 per 
cent. An increase to 25 per cent can be expected 60 
days postattack. Roughly, 42 million people will 
thus require emergency water following. attack. Two 
months later, we can anticipate emergency supplies 
will still be necessary for 29 million people. 
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There will be some loss of federally stockpiled 
medical equipment and supplies, but severe losses 
will be felt in producers’ plants, wholesale and retail 
warehouses, and distribution points. Remaining sup- 
plies will be difficult to distribute because of fallout 
and limited transportation. Production capacity for 
health items will be limited and spotty and of con- 
siderable concern. For example, unless full produc- 
tion capacity can be restored, there will be insuf- 
ficient chlorine for water and sewage treatment. 
Repair and construction of new water and sewage 
systems will be hindered by limited supplies of pipe 
and chlorinators. Production of certain essential 
medical treatment items will be low (penicillin, hy- 
podermic needles ) and virtually nonexistent for other 
items (broad spectrum antibiotics and gauze pads, 
for example). 

There will be extensive loss of housing, transporta- 
tion, and communication, and large numbers of peo- 
ple displaced. Organized medical operations can be 
established only in those areas not subjected to the 
direct or indirect effects of nuclear weapons—the so- 
called islands of survival. With the dissipation of 
radioactivity, other areas will be able to organize 
medical care programs and institute emergency pub- 
lic health control measures. 

In summary, this will be the postattack situation: 

1. The supply of physicians will be insufficient and 
will remain so, even if we count each nurse, dentist, 
and veterinarian as equivalent to a physician. 

2. The number of available hospital beds will be 
grossly inadequate. Even with limited professional 
manpower there would be a capability to use effec- 
tively several times the remaining number of hospital 
beds. 

3. Medical supplies and equipment will be grossly 
inadequate and poorly distributed, and will limit 
the extent to which hospital bed shortages can be 
corrected by improvisation. 

In a few words, we can identify the primary job 
that will face the nation: to protect and restore the 
health of the surviving population and create an en- 
vironment which will permit rebuilding processes to 
take place. 

Thus, we can readily determine many actions 
which must be taken—right now—to improve our 
capacity to withstand such an assault and meet the 
health needs of the surviving population. Although 
we here are primarily interested in the role of the 
professional health workers, the importance and di- 
rect relationship of fallout shelters, early warning 
systems, active defense, transportation, and food and 
clothing, to the medical care problem, cannot be ig- 
nored, Just as a safety engineer does not look upon 
improved methods of surgery for the answers to his 
problems, civil defense cannot expect the best pos- 
sible medical program to substitute for a lack of fall- 
out shelters and other protective mechanisms. Every 
preparedness activity in this field will have an effect, 
directly or indirectly, upon the health of the people. 

The immediacy and magnitude of the medical care 
and public health requirements will be the basic 
problems created by any attack situation. 

We can foresee, almost instantaneously, millions 
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of casualties in need of treatment. Not only yi] 
there be a gross disparity between the available 
health resources—that is, manpower, supplies, and 
facilities—and the medical patient load, but also a 
corresponding disparity in all the supporting services 
—transportation, fire and rescue, and communica- 
tions. The radiologic fallout in many areas will delay 
or prevent any organized medical activity for days or 
weeks. In short, we must anticipate inadequate 
numbers of health professionals and amounts of su 
plies, equipment, and facilities; a lack of ability to 
logistically relate even these limited resources to the 
patients; and an inability to put into operation or- 
ganized medical programs in most areas for extended 
periods because of radioactive fallout. 

On these bases, our directions are implicit. 

We must teach people how to treat themselves—to 
meet their own health needs—until local conditions 
permit them to receive medical care. Presently, we 
are at about midpoint in what we call our self-help 
research project. Investigations have been conduct- 
ed in many areas germane to basic survival, includ- 
ing medical self-aid, nursing care, hygiene and sani- 
tation, food and water, and confined existence. A 
manual is being developed which will delineate 
standardized self-help procedures to be followed in 
the event of disaster, and a training course will be 
structured on these principles. 

In addition to general medical and nursing care, 
the layman will be able to learn simple methods of 
treating shock, burns, fractures, and hemorrhages, 
and other technics by which he can preserve life. 

We must help foster training in disaster medicine 
for doctors of medicine and osteopathy in prepara- 
tion for the time when only the most austere condi- 
tions will exist; when facilities, equipment, and as- 
sisting personnel will be either limited or virtually 
nonexistent. 


We must anticipate inadequate numbers of 
health professionals and amounts of 
supplies, equipment, and facilities; a lack 
of ability to logistically relate even 
these limited resources to the patients; and 
an inability to put into operation 
organized medical programs in most areas 
because of radioactive fallout. We must 
teach people how to treat themselves . . . until 


local conditions permit medical care 


Members of the allied medical professions also 
must have special training. Dentists and veteri- 
narians must become proficient in the practice of 
disaster dentistry and disaster veterinary medicine, 
respectively. They, and nurses, must learn how to 
take effective lifesaving and first aid measures, and 
how to assist the medical profession by performing 
approved additional functions. 

Training in lifesaving and first aid measures must 
be extended to technicians, technologists, occupa- 
tional and physical therapists, optometrists and podi- 
atrists, along with other approved functions whereby 
they can assist members of the health professions. 

Hospital administrators, pharmacists, and medical 
librarians must be trained to perform their normal 
functions under the difficulties inherent in casualty 
and disaster conditions, including field operations. 

In short, we must make every effort to assure 
maximum utilization of every possible health man- 
power resource, including the average layman, who, 
if he is pretrained, might save his own or his neigh- 
bor’s life in an emergency. 

Training in the establishment and utilization of 
emergency hospital facilities plays a major part in 
health mobilization programming. The Office of Civil 
and Defense Mobilization has nearly 2,000 200-bed 
Emergency Hospitals, almost all of which are pre- 
positioned in carefully selected localities throughout 
the country. Other units are available for preposi- 
tioning under qualification, and on loan for training 
purposes. 

These hospitals are designed for use in an existing 
structure such as a school, auditorium, or warehouse. 
They contain complete operational equipment and 
facilities, including ward units, operating rooms, lab- 
oratory, x-ray, central supply, and administration. 
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In the area of health resources are many subjects 
of major concern. All of us realize the important 
part water will play in survival. A great deal of 
work, study, and preplanning is necessary to devise 
emergency water sources, decontamination methods, 
and methods of taking care of the sick and injured 
which do not require large amounts of water. The 
capabilities of existing water systems to operate post- 
attack are being evaluated and requirements estimat- 
ed for rehabilitation of those systems that will prob- 
ably be damaged or destroyed. As a first step in the 
development of a national water plan, a prototype 
community emergency water supply program is be- 
ing developed. 

Calculation of requirements for medical supplies 
and equipment, and supplies and equipment used 
for sanitation, occupies another major portion of 
health mobilization efforts. Once requirements are de- 
termined for the various items, available supplies are 
evaluated in accordance with expected damages, 
calculated loss of mobility, and projected capabilities 
for utilization. Results indicate the postattack dis- 
crepancies that can be anticipated between supplies 
and requirements. Determination can then be made 
of procedures necessary to overcome disparities, such 
as stockpiling and inventory control. 

Preparation for meeting the emergency health 
needs of the nation obviously requires extensive, con- 
centrated activity by every individual and every or- 
ganization concerned with the welfare of the nation. 
In accord with the National Health Plan, the Public 
Health Service, acting within the framework of its 
role in civil and defense mobilization, welcomes the 
counsel and advice of the American Osteopathic As- 
sociation, and the active participation of its member- 


ship in building optimum national health defense. 
1114 Commerce St. 
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American Osteopathic Association 1960-61 Officers-Trustees-Chairmen 


OFFICERS 


President Roy J. Harvey 
President-Elect Charles L. Naylor 
Past Presidents Galen S. Young 
George W. Northup 
First Vice President Wesley B. Larsen 
Second Vice President Loren R. Rohr 
Third Vice President James H. McCormick 
Executive Director True B. Eveleth 
Treasurer Mr. Kenneth L. Ettenson 
Business Manager Mr. Walter A. Suberg 
Acting Editor William E. Brandt 


TRUSTEES 

Roy J. Harvey, Charles L. Naylor, Galen S. Young, George 
W. Northup, Wesley B. Larsen, Loren R. Rohr, James H. 
McCormick (officer-members); Robert D. Anderson, Lydia 
T. Jordan, Wallace M. Pearson, Herbert L. Sanders, Camp- 
bell A. Ward (terms expire 1961); J. Scott Heatherington, 
Russell M. Husted, Dominic Raffa, J. Edward Sommers, 
William B. Strong (terms expire 1962); J. Mancil Fish, 
John W. Hayes, Earl K. Lyons, Eugene D. Mosier, Ira C. 
Rumney (terms expire 1963) 


Dr. Charles L. Naylor 
President-elect 


EXECUTIVE COMMITTEE 


Roy J. Harvey Charles L. Naylor Ira C. Rumney 
Galen S. Young Wesley B. Larsen Russell M. Husted 


HOUSE OF DELEGATES—OFFICERS 
Speaker Charles W. Sauter, II 
Vice Speaker Philip E. Haviland 


CHAIRMEN 


Department of Professional Affairs, Ira C. Rumney 
Bureau of Professional Education, Clyde C. Henry 


Committees : 
Colleges, George W. Northup 
Hospitals, Robert D. McCullough 
Accreditation of Postgraduate Training, William Baldwin, Jr. 
Advisory Board for Osteopathic Specialists, Thomas J. Meyers 
Student Loan Fund, Robert N. Evans 
Bureau of Research, Robert A. Galbraith 
Bureau of Organizational Affairs, Wallace M. Pearson 
Committees: 
Distinguished Service Certificates, J. Scott Heatherington 
Ethics, Wesley B. Larsen 
Membership, John W. Hayes 
Veterans Affairs, Robert E. Morgan 
Constitution and By-Laws, J. Scott Heatherington 
A.O.A. Publications, Wesley B. Larsen 
Bureau of Conventions, True B. Eveleth 


Committees: 
Program, Ward E. Perrin 
A. T. Still Memorial Lecture, Wallace M. Pearson 
Scientific Exhibit, Wilbur V. Cole 


Department of Public Affairs, Russell M. Husted 
Bureau of Public Education on Health, Eugene D. Mosier 


Bureau of Public and Industrial Health, Robert D. Anderson 


Committees: 
Medical Care Plans, Theodore F. Classen 
National, on Health Care for the Aging, Vernon H. Casner 


Department of Business Affairs, Charles L. Naylor 
Bureau of Finance, George W. Northup 


Bureau of Insurance, John W. Mulford 


Council on Federal Health Programs, Carl E. Morrison 
Council on Development, William B. Strong 


Ad Hoc Committees 
Conference, Otterbein Dressler 
Osteopathic Progress Fund, Earl K. Lyons 
Mead Johnson Grants, John W. Mulford 
Manual of Procedure (Joint House-Board), Lydia T. Jordan 
A.O.A. Organizational Structure, J. Mancil Fish 
Expansion Central Office Facilities, Carl E. Morrison 
Committee on Clinical Study, Allan A. Eggleston 
Disaster Medical Care, Raymond W. Hanna 


134 


A Message from the President of 
the American Osteopathic Association 


> Inthe months ahead, I am looking forward to 
keeping in touch with all of you through these 
columns, in this section set aside each month for 
the President of the Association. I will appre- 
ciate this opportunity of sharing the year’s expe- 
riences with you, of commenting on circum- 
stances and events, and discussing problems and 
achievements. 

I promise to keep these messages brief. No 
one of them will require more than 7 minutes 
of your reading time. (I clock this one at 5 
minutes.) They will tell you something of what 
I am seeing and thinking, where my travels are 
taking me, and what I am learning. 

Together they will form a log of the travels of 
your President for 1960-61, as he meets with 
components and affiliates; with national and gov- 
ernment groups dedicated to health and welfare; 
and with educators, businessmen, and _philan- 
thropists. They will offer you the thoughts and 
observations of a member of the profession who 
is being afforded a broad-screen view of our pro- 
fession’s progress. 

Already my travels are well under way. I 
have been the guest of our Montana, Kansas, and 
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Florida associations. On the Montana trip, I 
mixed business with pleasure. My family accom- 
panied me, and on the way we visited Glacier 
National Park. Also in late August I was a guest 
at the meeting of the American Podiatry Society, 
held in Chicago. 

This month, I am attending five osteopathic 
association meetings. First, I am to find myself 
in the unique position of being guest of honor, as 
National President, in my own state of Michigan, 
Later, I will make presidential visits to Canada, 
Missouri, New York, and North Carolina. 

I have attended the annual convention of the 
American Dental Association in Los Angeles, and 
while there made my official visit to our Los 
Angeles College. At month’s end, in Dallas, I 
will be at the Thirty-third Annual Clinical As- 
sembly of our own specialty colleges. 

Everywhere I go, in the months ahead, I want 
to be of help. I want to listen and to learn. I 
want to communicate. 


201 W. Ellsworth Street, Midland, Michigan 
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A.O.A. honors its senior members 


P On the last Sunday in Septem- 
ber, James L. Holloway, an osteo- 
pathic physician of Dallas, Texas, 
since 1904, was honored by his 
town, his church, and his profes- 
sion. He was the guest of honor at 
a reception in the city’s Central 
Christian Church and was show- 
ered with letters, telephone mes- 
sages, and telegrams, two among 


them from Dr. Roy J. Harvey, Pres- 
ident of the American Osteopathic 
Association, and Dr. True B. Eve- 
leth, its Executive Director. The 
occasion was Dr. Holloway’s one- 
hundredth birthday. 

As a centenarian, Dr. Holloway 
ranks as dean of the Association’s 
Honorary Life Members, the group 
of men and women who have been 


A.O.A.'s centenarian—Dr. James L. Hollo~ 
way celebrates his one-hundredth birthday 
at the reception held by members of the 
Central Christian Church in Dallas, Texas, 


osteopathic physicians for 50 years 
or have reached their seventy-fifth 
birthdays, and who, for the 25 
years immediately preceding, have 
been members of the A.O.A. 

In this group are some 240 mem- 
bers. Some are specialists, some 
are general practitioners, and oth- 
ers are in manipulative practice 
only. Fewer than half of them are 
retired, and more than one-third 
are women. 

Six honorary life members have 
also been awarded Distinguished 
Service Certificates, the Associa- 
tion’s highest award. These include 
Dr. Holloway, who served as A.O.A. 
president in 1911; Drs. W. Curtis 
Brigham, Los Angeles; Albert E. 
Chittenden, Orlando, Florida; 
George M. McCole, Great Falls, 
Montana; and Josephine and Isa- 
belle Morelock, Honolulu. Three 
other holders of Distinguished 
Service Certificates, who hold life 
memberships as A.O.A. past presi- 
dents, are Drs. William E. Waldo, 
Seattle, 1920; Samuel E. Scothorn, 
Dallas, 1921; and Chester D. 
Swope, Washington, D.C., 1924. 


First in 1931 * Honorary life mem- 
berships were first granted in 1931, 
and the first listing, in the A.O.A. 
YEARBOOK AND Directory for 1932, 
contained 8 names. Ten years later, 
in 1943, the number had grown to 


Honorary Life Members, from the class of 1900 onward, meet at A.O.A. convention time—Left to right: Drs. Josephine E. Morelock, 
ASO '03, Honolulu; J. E. Baker, ASO ‘00, Brazil, Indiana; Catherine L. Gallivan, SSS '02, Chicago; Frank E. MacCracken, ASO ‘13, Fres- 


no, California; and Isabelle Morelock, ASO '05, Honolulu. In 1957 Dr. Baker was named General Practitioner of the Year. 
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32, and in 1953 to 129, At the Kan- 
sas City Convention in July, 20 
honorary life memberships were 
awarded, bringing the total to 239. 
The 1960 recipients included: 

Drs. C. Paul Snyder, Philadel- 
phia; Bruce L. Hayden, Saginaw, 
Michigan; Edward B. Jones, Los 
Angeles; Mable V. Barker, Cleve- 
land; O. T. Buffalow, Chattanooga; 
T. E. Childress, Durango, Colo- 
rado; A. D. Craft, Osceola, Iowa; 
Edward W. Davidson, Los An- 
geles; E. S. Detwiler, London, On- 
tario; Ralph D. Head, Pittsfield, 
Massachusetts; M. G. Raffenberg, 
Tampa, Florida; Charles F. Robin- 
son, Marshall, Michigan; Jennie 
Alice Ryel, Hackensack, New Jer- 
sey; Lavertia L. Schultz, Chula 
Vista, California; Charlotte Weav- 
er, Akron, Ohio; J. L. Fetzer, 
Brunswick, Missouri; Charles E. 
Kalb, Springfield, Illinois; Will O. 
Medaris, Rockford, Illinois; Flora 
Y. Swengel, Decatur, Illinois; and 
Lester P. Fagen, Los Angeles. 
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Above, Drs. Robert £. Nye, ASO '‘I4, 
Charleston, West Virginia, left, and J. H. 
Chandler, ATS ‘26, Amarillo, Texas. Upper 
tight, Dr. D. R. Fetzer, ASO ‘16, Brunswick, 
Missouri; center, Dr. Victor C. Hoefner, 
ASO '09, Waukegan, Illinois; and lower 
right, Drs. Charles D. Ball, ASO '06, Black- 
well, Oklahoma; D. E. Washburn Bay, ASO 
‘05, Toledo, Ohio, and Frank Chatfield 
Farmer, ASO '09, Hollywood, California. 


Change in title * Also during the 
1960 Convention, changes were 
made in the terminology and ex- 
tent of these recognitions. Hence- 
forth, life memberships will be 
granted to doctors at 70 years of 
age (rather than at 75), or upon 
completion of 50 years of practice. 
Honorary life memberships will be 
awarded to A.O.A. presidents on 
completion of their terms, and to 
others who have performed out- 
standing service at either divisional 
or national levels, 


In Chicago, 1959—Left to right, Honorary 
Life Members Drs. Claude B. Root, NI ‘Ol, 
Greenville, Michigan; E. C. Murphy, ASO 
‘09, Eau Claire, Wisconsin; Clara Wernicke, 
ASO ‘OI, Cincinnati; and T. J. Ruddy, SSS 
‘03, Los Angeles. 
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A.O.A. Committee on Disaster Medical Care meets during Minneapolis conference—Left to right, Drs. W. Hadley Hoyt, Jr., North Read. 
ing, Massachusetts; J. Warren McCorkle, Mineola, Texas; Vernon J. Reagles, Seattle; Robert J. Kromer, Sandusky, Ohio; Raymond W, 
Hanna, Chairman; Mr. Otha W. Linton, A.O.A. Central Office staff, Chicago; Mr. A. C. Parmenter, administrator, Still Osteopathic Hos. 
pital, Des Moines, lowa; Dr. Wa!ter B. Elliott, Jr., Atlanta, Georgia; and Dr. Ronald K. Woods, Des Moines. 


D.O.’s attend conference of 


U.S. Civil Defense Council 


> Representatives of the osteo- 
pathic profession were active in the 
ninth annual conference of the 
United States Civil Defense Coun- 
cil, held September 21 and 22 in 
Minneapolis. The meeting was at- 
tended by more than 650 physi- 


cians and laymen working in civil 
defense programs, with 250 in the 
medical-health section. The osteo- 
pathic group included six members 
of the A.O.A. Committee on Disas- 
ter Medical Care. 


The Committee’s Chairman, Ray- 


mond W. Hanna, D.O., Indepen- 
dence, Missouri, was honored at the 
Council’s Citation Banquet for his 
5 years of service in civil defense 
as a state program coordinator. His 
citation was presented by Carroll 
P. Hungate, M.D., Kansas City, 
chairman of the medical-health sec- 
tion. Dr. Hungate heads the Com- 
mittee on Disaster Medical Care of 
the American Medical Association. 


A.O.A. group meets * During the 
conference, Dr. Hanna called a 
meeting of the A.O.A. committee to 
work out a general program for 
participation in civil defense mo- 
bilization throughout the country. 
Discussion hinged on_ regional 
training programs, disaster medi- 
cine plans in osteopathic hospitals, 
and organizing a supply of speak- 
ers for divisional and district meet- 
ings. 

A.O.A. attendants other than the 
committeemen were Drs. M. Sidney 
Hedeen, St. Paul, Minnesota; Rob- 
ert E. Benson, Dearborn, Michigan; 
William A. Kuchera, Albert Lea, 
Minnesota; Walter C. Parsons, Jr., 
Orlando, Florida; Robert D. Ber- 
ger, Dayton, Ohio; Leonard D. 
Sells, Columbus, Ohio; Jesse W. 
Gridley, Sturgis, South Dakota; 
Jules L. Reinhardt, Red Wing, 
Minnesota; Clayton P. Page, Min- 
neapolis; and Glenn Hoberg, River 
Falls, Wisconsin. 


Dr. Hanna is honored at the Citation Ban- 
quet of the ninth annual conference of the 
United States Civil Defense Council, held in 
Minneapolis September 21 and 22. 
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Digest of Annual Reports—Department of Professional Affairs 


>» As Chairman of the Department of Professional Affairs of the Ameri- 
can Osteopathic Association, Dr. Ira C. Rumney presents the following 


digests of annual reports first made to the Board of Trustees and the 
House of Delegates during the 64th Annual Convention of the Associa- 
tion held in the Hotel Muehlebach in Kansas City, Missouri, July 19-22. 
Particular attention is directed to the reports of the Bureau of Profes- 
sional Education, and of its Committees on Collges, Hospitals, and Ac- 
creditation of Postgraduate Training, which are reporting for the first 
time since revision of the A.O.A.’s organizational structure for physician 


education. 


Reports of the administrative officers and of ad hoc committees ap- 
peared in Tue Journat for September; reports of the Department of 
Public Affairs and of the Council on Development will be published in 


November. 


Clyde C. Henry, D.O. 
Chairman 


: Bureau of 
Professional Education 


> The Bureau of Professional Ed- 
ucation, as a reorganization of the 
former Bureau of Professional Ed- 
ucation and Colleges, held its first 
meeting in December, chiefly to 
consider statements of policy and 
procedure. Its recommendations 
were approved by the Board of 
Trustees in January, thus establish- 
ing it as the accrediting agency of 
all phases of osteopathic education, 
as thus defined: 

“Evaluation” is the procedure of 
gathering information, appraising 
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and declaring the status of an insti- 
tution or an educational program. 
“Accreditation” represents the ac- 
tion of the Bureau of Professional 
Education based on recommenda- 
tions of its component committees. 
“Approval” represents the action of 
the Board of Trustees of the Amer- 
ican Osteopathic Association rela- 
tive to these accrediting actions. 

The second meeting of the Bu- 
reau, held May 20 to 22, was in the 
main a study of reports from the 
Committee on Colleges, the- Com- 
mittee on Hospitals, and the Com- 
mittee on Accreditation of Post- 
graduate Training; and of a meeting 
with the Ad Hoc Committee on the 
Council on Accreditation, reported 
upon by its chairman Dr. J. S. Den- 
slow. 

Thoroughly discussed were the 
proposed Handbook of the Com- 
mittee on Accreditation of Post- 
graduate Training and the proposed 
Revisions of “Educational Stand- 
ards for Osteopathic Colleges.” For 


2% years this matter has been under 
continuous study by various groups, 
including the old Bureau of Pro- 
fessional Education and Colleges, 
representatives of the new Bureau 
and deans of the osteopathic col- 
leges. 

The 3-day meeting also discussed 
the overlapping of predoctorate 
hospital clerkship and postdoctor- 
ate internship programs. A study 
committee was appointed from the 
Committee on Colleges, the Com- 
mittee on Hospitals, and the Amer- 
ican Association of Osteopathic 
Colleges. 

The reorganization of the educa- 
tional structure of the Association 
has made considerable progress. 
The Bureau of Professional Educa- 
tion is actually serving as a clearing- 
house for all phases of osteopathic 
education, due to the splendid co- 
operation of its four component 
committees on education. 


Recommendations (approved) « 1. 
That the Advisory Board of Osteo- 
pathic Specialists consist of two 
representatives from the Bureau of 
Professional Education, one repre- 
sentative from each approved cer- 
tifying board, and one each from 
the Board of Trustees of the A.O.A. 
and the American Association of 
Osteopathic Colleges; that each 
member organization be entitled to 
one vote, except the Bureau of 
Professional Education, whose two 
members shall each have a vote; 
and that the Appeal Committee be 
composed of five members, who 
shall elect their own chairman, 
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with one member appointed from 
the Bureau, one from the Board of 
Trustees, and three from the Ad- 
visory Board, no one of whom shall 
be a member of the certifying 
board which is the object of com- 
plaint. 

2. That the two Advisory Board 
members who are representatives 
of the Bureau of Professional Edu- 
cation will be appointed by the 
President of the A.O.A. in consul- 
tation with the Bureau Chairman. 
They may be members of the Bu- 
reau; if they are not, they will re- 
port through their committee chair- 
man. 

3. That representatives on the 
Advisory Board include two from 
each certifying board, and that 
each have a vote. 

4, That each candidate for cer- 
tification coming before the Advis- 
ory Board first clear his credentials 
through the Committee on Accred- 
itation of Postgraduate Training 
and/or the hospital where he 
served his residency. The Commit- 
tee on Hospitals will be asked for 
an affidavit of approval or disap- 
proval, obtained by the secretary 
of the certifying board before pres- 
entation of the candidate, and to 
become a part of his record. 

5. That all part-time preceptor- 
ships be discontinued. (It is under- 
stood that the approval of this rec- 
ommendation would not jeopardize 


New committee appointments 
—Above, left to right: Drs. R. 
D. McCullough, Hospitals 
chairman: C. A. Ward, Col- 
leges; H. A. Barquist, Accredi- 
tation; W. L. Silverman, Ad- 
visory Board. 

Right, Drs. R. A. Kistner, Ad- 
visory Board; Dale Dodson, 
vice chairman, Colleges, and 
H. L. Sanders, vice chairman, 
Hospitals. 
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part-time preceptorships which 
were approved by the Committee 
on Accreditation in 1960.) 

6. That full-time preceptees shall 
not be permitted to participate in 
private work and/or professional 
or clinical practice for which they 
collect personal compensation. 

7. That preceptorships shall not 
be conducted in a hospital ap- 
proved for residency training (in 
the same field of specialization). 

8. That as of July 1, 1965, pre- 
ceptorships shall be discontinued 
in general surgery, obstetrics-gyne- 
cology, internal medicine, ortho- 
pedic surgery, anesthesiology, and 
radiology. 

9. That a physician applying for 
approval as a preceptor must be 
certified in his specialty, except 
that, if a specialty college wishes 
approval of a noncertified precep- 
tor, it shall apply to the Committee 
on Accreditation for such approval. 

10. That Article II (fees and 
dues) of the by-laws of the Ameri- 
can College of Osteopathic Ob- 
stetricians and Gynecologists be 
amended by adding: 

“Any junior or senior member of 
the college who during the fiscal 
year serves an accredited residen- 
cy, shall pay dues of $20.00.” 

11. That the following policy 
statement be referred to the Amer- 
ican College of Osteopathic Sur- 
geons for clarification: “It shall be 


the policy of the Evaluating Com. 
mittee for the Register of Training 
Programs of the American College 
of Osteopathic Surgeons to require 
that the first year of surgical traip- 
ing shall be in an approved or reg. 
istered osteopathic hospital.” 

12. That any correspondence or 
appeals from interns, residents, or 
intern-resident committees relative 
to their training programs must be 
transmitted to the Committee on 
Hospitals before official considera. 
tion can be given these matters by 
the American Osteopathic Associ- 
ation. 


George W. Northup, D.O. 
Chairman 


Committee on 
Colleges 


> The new Committee on Col- 
leges held its first meeting in Cen- 
tral Office, Chicago, January 19-21, 
with all but one member present, 
and with Drs. Galen S. Young, Ira 
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¢. Rumney, Clyde C. Henry, and 
R. McFarlane Tilley as consultants. 

The work of the meeting was 

in the main directed to the devel- 

ent of a manual of procedure, 
to the proposed revision of “Edu- 
cational Standards for Osteopathic 
Colleges,” and to the revision of 
the manual on college evaluation. 

In July of last year the Board 
of Trustees requested summary re- 
ports of the osteopathic colleges. 
Inasmuch as no college survey was 
on schedule for 1959-1960, the re- 
ports were compiled by the secre- 
tary of this Committee. 

The Committee, working with 
the A.O.A. Office of Education, 
continues to negotiate with the 
National Commission on Accredit- 
ing, and with officers of the three 
educational associations which 
cover the regions in which osteo- 
pathic colleges are located. The 
Commission will furnish nationally 
known consultants to work with 
the Committee on Colleges in col- 
lege evaluation and will direct 
regional associations also to furnish 
evaluating experts. The Committee 
is chiefly interested in having the 
American Osteopathic Association 
listed by the Commission as an ac- 
crediting agency. 

Two osteopathic colleges will be 
surveyed this fall, with at least one 
outside educational specialist on 
each survey team. These special- 
ists wil! be suggested by appropri- 
ate regional educational associa- 
tions, and will serve on a per diem 
basis. 


Recommendations (approved) « 1. 
That the following purposes, 
policies and procedures, which ap- 
pear in the A.O.A. “Administra- 
tive Guide” (April, 1959, pp. 69-78), 
applicable to the Bureau of Pro- 
fessional Education and Colleges, 
be approved as edited and revised: 
a. The Committee on Colleges 
shall provide an adequate method 
of correlating and disseminating 
information of educational charac- 
ter, constructive suggestions, and 
when necessary, direction concern- 
ing educational programs to those 
directly responsible for the educa- 
tional program of colleges. (Par. 
B 4, p. 69) 

b. The Committee on Colleges 
shall encourage cooperation among 
the several colleges to stimulate 
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and supervise activities in student 
selection, formulate rules and reg- 
ulations governing the interchange 
of students, and formulate regula- 
tions as recommendations to the 
Bureau of Professional Education. 
(Par. B 2, page 69) 

c. The Committee on Colleges in 
its evaluation of the educational 
processes in osteopathic colleges, 
shall direct particular attention to 
the broad, over-all integration of the 
teaching and application of osteo- 
pathic theories and practice in this 
educational program at all levels. 
The Committee shall cooperate 
with each college in developing 
its own criteria for the evaluation 
of its ability to prepare osteopathic 
physicians well grounded in the 
distinctive contributions of this 
profession. (Par. B 8, p. 70) 

d. The Committee on Colleges is 
authorized to grant an interim ap- 
proval of off-campus clerkship 
training programs should the need 
arise. (Par. 18, p. 72) 

e. There are individuals, gradu- 
ates of approved medical schools 
and those who have taken com- 
pleted courses in approved medi- 
cal schools, who have the ability 
to apply their medical training to- 
ward the assimilation of informa- 
tion that will develop them into 
qualified osteopathic physicians. 
The period of training in an ap- 
proved osteopathic college shall in 
no case be less than 2 full years 
of college work. It is firmly be- 
lieved that the success of this ef- 
fort on the part of a graduate of 
a medical school or of one who has 
taken complete courses in a medi- 
cal school, depends almost entirely 
upon the motivation and_back- 
ground of the individual. The col- 
lege and the divisional societies, 
with the methods that are at pres- 
ent set up for student selection, 
can adequately judge the individ- 
uals who could be trained satis- 
factorily. (Par. B 19, p. 72) 

f. The policy of the American 
Osteopathic Association on new 
osteopathic colleges shall be: 

A separate school of osteopathic 
medicine under the auspices of a 
state or other university could be 
developed and approved, provided 
the following criteria are met: 
(1) The integration of osteopathic 
theory and practice into the course 
content must be kept foremost in 


any curriculum designed to train 
a student in osteopathic medicine. 
(2) “Educational Standards for Os- 
teopathic Colleges,” as revised and 
approved by the A.O.A., July, 
1953, and as may be further 
amended and revised, shall be the 
standards under which colleges of 
osteopathy affiliated with universi- 
ties may be approved. 

(3) The dean of the school of os- 
teopathic medicine affiliated with 
a university should be a doctor of 
osteopathy or an individual long 
experienced in the technics of os- 
teopathic education. (Board 7-55 
—pp. 140-141; House—p. 35) 

(4) State aid to osteopathic educa- 
tion may be accepted, provided 
the American Osteopathic Associa- 
tion shall remain the accrediting 
agency for osteopathic educational 
institutions; and there shall be no 
interference on the part of the 
government with academic and 
professional freedom in the insti- 
tutions. (Board 12-54—p. 78) 

(5) A newly organized osteopathic 
college shall be evaluated annually 
until the first class graduates. 

2. That the following new recom- 
mendations for the purposes, poli- 
cies, and procedures of the Com- 
mittee on Colleges be approved: 

a. The Committee on Colleges 
shall serve as the evaluating 
agency of osteopathic colleges for 
the Bureau of Professional Educa- 
tion. 

b. The Committee on Colleges 
shall consist of seven members se- 
lected by the Board of Trustees. 
Six members shall be selected from 
the membership at large and the 
other member from a list of fac- 
ulty members of osteopathic col- 
leges excluding the college presi- 
dents, submitted to the Board of 
Trustees by the American Associa- 
tion of Osteopathic Colleges. 

The term for each appointment 
shall be for 3 years. In constitut- 
ing the membership of the Com- 
mittee on Colleges after passage of 
this recommendation, presently 
appointed members shall serve out 
the remainder of their respective 
terms. 

The President of the American 
Osteopathic Association shall des- 
ignate the chairman and _ vice- 
chairman from the committee 
membership to serve for 1 year. 

c. The Committee on Colleges 
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Newly appointed—Dr. Harry A. Lichty, new administrative assistant in the Office of Educa- 
tion, Central Office, Chicago. Dr. Lichty, KCOS '53, is a native of Michigan, took his pre- 
doctorate work in Michigan universities, and practiced for 4 years in Traverse City. He 


is married, and lives in suburban Morton Grove. 


shall use qualified educational con- 
sultants from within and without 
the profession in the evaluation of 
osteopathic colleges on a per diem 
basis. 

d. The Committee on Colleges 
may act as a consulting agency for 
osteopathic colleges. 

3. That the Revision of Educa- 
tional Standards for Osteopathic 
Colleges be approved. 

4. That the Chicago College of 
Osteopathy be recognized and ap- 
proved for the year 1960-61. 

5. That the College of Osteopathic 
Medicine and Surgery be recog- 
nized and approved for the year 
1960-61. 

6. That the College of Osteopathic 
Physicians and Surgeons be recog- 
nized and approved for the year 
1960-61. 

7. That the Kansas City College 
of Osteopathy and Surgery be rec- 
ognized and approved for the year 
1960-61. 

8. That the Kirksville College of 
Osteopathy and Surgery be recog- 
nized and approved for the year 
1960-61. 

9. That the Philadelphia College 
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of Osteopathy and Surgery be rec- 
ognized and approved for the year 
1960-61. 


Vincent P, Carroll, D.O. 
Chairman 


Committee on Hospitals 


> Immediately prior to the spring 
meeting of the Committee on Hos- 
pitals, representatives of the Com- 
mittee met with representatives of 
the specialty colleges and boards 
to discuss the technics of evalua- 
tion of residency training pro- 
grams. 

Thorough discussion resulted in 
the adoption of the attached rec- 
ommendations. In using the term 
“evaluation,” it should be under- 
stood that this may but does not 
necessarily include inspection. 


In developing this program, the 
Committee will welcome volyp. 
teers from the specialty colleges 
to assist in the inspection of hos. 
pitals which have residencies jp 
their specialties. 

The Osteopathic Hospital Intern 
Matching Plan was put into effect 
for 1960 graduates. It was felt 
that the Plan was generally suc. 
cessful. Of the 509 internships 
available in 89 hospitals, 405 were 
filled; 330 or 81.5 per cent of these 
were filled with first choices of the 
hospital, 48 with second choices, 
and 27 with third or lower choices, 
Of the students 342 or 84.4 per 
cent were placed in their first 
choices, 35 in second, and 28 in 
third. Twenty-two were not 
matched. 

No applications for participation 
were received from Still Osteo- 
pathic Hospital, Des Moines, Iowa, 
or from Gleason Hospital, Larned, 
Kansas. The Osteopathic Hospital 
Intern Matching Plan Committee 
made recommendations to the 
Committee on Hospitals that these 
hospitals not be permitted to con- 
tract interns for the 1960-61 year. 
The Committee on Hospitals did 

not approve this recommendation. 
The Board of Trustees of the 
American Osteopathic Hospital As- 
sociation and the Committee on 
Hospitals of the American Osteo- 
pathic Association have approved 
a recommendation that the Plan be 
continued and that further educa- 
tional effort be directed to hospi- 
als and students relative to closer 
accuracy in listing of choices, at- 
tempted agreements prior to the 
actual matching, and the finality 
and binding quality of the match- 
ing. Letters have been directed 
by the Committee on Hospitals to 
be sent to college deans request- 
ing their cooperation. 

A pilot program of rotational as- 
signment of interns regardless of 
service had been earlier approved 
for a period of 6 months, to be 
instituted in the Osteopathic Hos- 
pital of Maine. A report to the 
Committee after 4 months indicat- 
ed that the program was proving 
beneficial to both the interns and 
patients. It will be an even greater 
success, it is believed, when car- 
ried through the entire year with 
complete staff cooperation. 
Suggested revisions of the “Min- 
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‘mum Requirements, Standards 
and Regulations for Osteopathic 
Hospitals Approved for the Train- 
ing of Interns and/or Residents,” 
“Minimum Standards and Regula- 
tions for Registered Hospitals,” 
and the “Manual of Procedure and 
Interpretation” were adopted with 
corrections. No major policy 
changes were involved. 

The Committee is continuing 
its effort to increase its services 
through reorganization of work, re- 
vision of manuals and reporting 
forms, and refinements in the in- 
spection program. The coopera- 
tion of the American Osteopathic 
Hospital Association and the osteo- 
pathic colleges has been most 
beneficial. The Committee on Hos- 
pitals appreciates the cooperation 
of the officers of the American 
Osteopathic Association, the Board 
of Trustees and the Central Office 
staff, and looks forward to another 
year of improved service to the 
profession. 


Recommendations (approved) 
1. That hospitals listed in Exhibit A 
(not printed) be approved for in- 
tern and resident training, effective 
July 1. 

2. That the hospitals as listed 
in Exhibit B (not printed) be ap- 
proved for listing as registered 
osteopathic hospitals, effective 
July 1. 

3. That the revisions for “Mini- 
mum Requirements, Standards and 
Regulations for Osteopathic Hospi- 
tals Approved for the Training of 
Interns and/or Residents” be ap- 
proved. 

4. That the revisions for “Mini- 
mum Standards and Regulations 
for Registered Hospitals” be ap- 
proved. 

5. That the revisions for the 
“Manual of Procedure and Inter- 
pretation,” and its index be ap- 
proved. 

6. That the American Osteo- 
pathic Association direct the spe- 
cialty colleges to form evaluating 
committees to work with the Com- 
mittee on Hospitals in developing, 
evaluating, and inspecting resi- 
dency training programs. 

7. That inspection and evalua- 
tion of residencies in hospitals ap- 
proved by the A.O.A. be made at 
least every 3 years. 
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8. That new residencies be in- 
spected at least within 1 year. 

9. That the Committee wel- 
comes assistance from the specialty 
colleges in the formation of a 
manual of procedure for the in- 
spection of residency programs. 

10. That the first inspection of 
a new residency training program 
be made by the inspector assigned 
by the Committee on Hospitals in 
conjunction with a delegate of the 
respective specialty college, and 
that the report of the inspection 
be made as a joint report to the 
Committee on Hospitals. 

11. That no change be made 
in the policy on preceptorships in 
hospitals in departments where 
residencies already exist. 

12. That the Osteopathic Hospi- 
tal Intern Matching Plan be con- 
tinued. 

13. That the pilot program of 
intern duty assignment may be 
continued at the Osteopathic Hos- 
pital of Maine for 1 year. 

14. That the Cherry Hill Hospi- 
tal, Delaware Township, New Jer- 
sey, be approved as a newly estab- 
lished hospital. 


William Baldwin, Jr. 
Chairman 


Committee on Accreditation 
of Postgraduate Training 


> The Committee on Accredita- 
tion of Postgraduate Training held 
its annual meeting in Central Of- 
fice, Chicago, April 1 to 3, with all 
but one member present. Dr. Ira 
C. Rumney, Chairman of the De- 
partment of Professional Affairs, 
attended. 

In preparing for the meeting, 
the Committee had encouraged 
secretaries or other representatives 
of the evaluating committees of 
specialty colleges ,to attend, that 
they might present their training 
programs and discuss their various 
problems. In response, representa- 
tives of the American College of 
Osteopathic Surgeons, American 
College of Osteopathic Obstetri- 
cians and Gynecologists, Osteo- 


pathic College of Ophthalmology 
and Otorhinolaryngology, Ameri- 
can College of Osteopathic Pedia- 
tricians, American Osteopathic 
College of Anesthesiologists, and 
American Osteopathic College of 
Radiology attended. Inasmuch as 
the evaluating committees play so 
important a part in the supervision 
of postgraduate training, this Com- 
mittee feels that their attendance 
at the annual meeting should be 
made mandatory. Those who at- 
tended the meeting this year felt 
that they learned much about the 
mechanics of accreditation. 

The osteopathic colleges, with 
the exception of the Chicago Col- 
lege of Osteopathy, submitted 
either fellowships or postgraduate 
courses for evaluation and ap- 
proval. With one exception, how- 
ever, the fellowship programs had 
not been previously presented to 
the evaluating committees of the 
specialty colleges, and hence had 
to be returned for further process- 
ing. The postgraduate courses sub- 
mitted by one college had to be 
returned because they did not fol- 
low the format approved by the 
Board of Trustees in July, 1959. 
The courses were returned with 
the suggestion that they be de- 
scribed according to the format 
and submitted to individual mem- 
bers for mail vote. 

At the December, 1959, meeting 
of the Bureau of Professional Edu- 
cation, each component was in- 
structed to revise the portion of 
the “Administrative Guide of the 
American Osteopathic Association” 
concerned with its particular ac- 
tivities. This Committee devoted 
1 day of its December meeting to 
the revision of pages 81 to 86 of 
the Guide. These revisions were 
recommended to the Board of 
Trustees. 

The Evaluating Committee for 
the Register of Training Programs 
of the American College of 
Osteopathic Surgeons presented 
statements of policy regarding 
postgraduate training programs 
leading to certification which were 
approved by this Committee. In- 
asmuch as these refer only to post- 
graduate training programs in sur- 
gery, no action by the A.O.A. 
Board of Trustees is necessary. 
The statements follow: 

It shall be the policy of the 
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Evaluating Committee for the 
Register of Training Programs to 
request clearance of all preceptors 
and trainees by the Ethics Com- 
mittee and the Membership Com- 
mittee of the American Osteo- 
pathic Association. 

It shall be the policy of the 
Evaluating Committee for the Reg- 
ister of Training Programs to re- 
quire that documentary evidence 
be submitted that preceptorship 
training programs are being con- 
ducted in the hospital with the 
approval of the hospital staff and 
administration. 

It shall be the policy of the 
Evaluating Committee for the Reg- 
ister of Training Programs to re- 
quire that, in preceptorship train- 
ing programs being conducted in 
several hospitals, documentary evi- 
dence be submitted of the number 
of operative procedures performed 
in each hospital. 

The Committee discussed thor- 
oughly the January action of the 
Board of Trustees, on petition of 
the College of Surgeons, in regard 
to discontinuance of preceptorship 
training programs. (The 1960 Board 
rescinded its action taken in July, 
1957.) This Committee still feels 
that a resident training program is 
to be considered a better method 
of training candidates for certifica- 
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tion than preceptor programs, in 
the specialties of obstetrics and 
gynecology, general surgery, inter- 
nal medicine, orthopedic surgery, 
anesthesiology, and radiology. It is 
pointed out that one osteopathic 
specialty group, the American Os- 
teopathic College of Pathologists, 
in 1959 adopted a program in 
which only approved residencies in 
that field would be approved for 
certification. 


Thomas J, Meyers, D.O. 
Chairman 


Advisory Board for 
Osteopathic Specialists 


> Approval of the Board of Trus- 
tees was given the recommenda- 
tion of the Advisory Board for 
Osteopathic Specialists that certfi- 
cation be granted to sixty-six candi- 
dates, presented by eleven boards 
of specialty certification. 

The Advisory Board, as one of 
its principal functions, reviews and 


Convention display from South America— 
Dr. Donald R. Dilworth, osteopathic medical 
missionary, displays handiwork of the Qui- 
chua Indians of Ecuador, high in the Andes 
Mountains. 


Dr. Dilworth, COPS ‘44, is a native of 
Hemet, California, and has been in Ecuador 
for 8 years. With him are Mrs. Dilworth 
and their three children. They were joined 
3 years ago by Dr. David L. Adkisson, COPS 
‘54, and Mrs. Adkisson. 


approves recommendations of the 
certifying boards of the twelve 
specialty colleges, and presents 
them for action, usually in July, 
to the Board of Trustees. The fol- 
lowing candidates were approved 
for certification: 


American Osteopathic Board of 
Anesthesiology — Drs. Ernest W. 
Alden, Detroit; Frank M. Bennett, 
Rocky River, Ohio; John E. P. 
Burns, Grand Rapids, Michigan; 
and Loren G. Woodley, Allentown, 
Pennsylvania. 


American Osteopathic Board of 
Dermatology—Dr. Harry B. EI- 
mets, Des Moines, Iowa. 


American Osteopathic Board of 
Internal Medicine—Drs. Jerome J. 
Adler, Los Angeles; David A. 
Gardner, Ferguson, Missouri; 
Theodore Greenburg, Los Angeles; 
Harry I. Riegel, Jr., Los Angeles; 
Herbert Steinberg, Philadelphia; 
Milton S. Steinberg, Kansas City, 
Missouri; and Elias E. Zirul, Kansas 
City. . 
American Osteopathic Board of 
Neurology and Psychiatry—In 
neurology: Dr. Edgar J. Rennoe, 
Columbus, Ohio. 

In psychiatry: Dr. Stanley F. 
Hansen, Los Angeles. 


American Osteopathic Board of 
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Obstetrics and Gynecology—In ob- 
stetrics and gynecology: Drs. L. 
Linton Budd, Carson City, Michi- 
gan; J. Dudley Chapman, Warrens- 
ville Heights, Ohio; Peter J. De 
Palma, Detroit; and P. J. Mac- 
Gregor, Jr., South Bend, Indiana. 

In obstetrical-gynecological sur- 
gery: Drs. Samuel Brint, Andrew 
D. DeMasi, and Nicholas C. Eni, 
all of Philadelphia. 


American Osteopathic Board of 
Ophthalmology and Otorhinolaryn- 
gology—In ophthalmology: Drs. 
James C. Robuck, Los Angeles; 
and Herbert Weinberg, Camden, 
New Jersey. 

In otorhinolaryngology: Drs. E. 
E. Farley, St. Louis; Nathaniel J. 
Loeb, Philadelphia; and Alphonso 
A. Mascioli, Philadelphia. 

In ophthalmology and otorhino- 
laryngology: Drs. Dell H. Johns- 
ton, Moberly, Missouri; and Ira M. 
White, Sedalia, Missouri. 


American Osteopathic Board of 
Pathology—Drs. Andrew A. Strin- 
ka, Warrensville Heights, Ohio; 
and William S. Walters, Dallas. 


American Osteopathic Board of 
Physical Medicine and Rehabilita- 
tion—Drs. Paul van B. Allen, In- 
dianapolis; J. Marshall Hoag, New 
York City; George F. Johnson, 
Brooklyn; Francis J. Kronner, 
Dearborn, Michigan; and John G. 
Lyons, Owosso, Michigan. 


American Osteopathic Board of 
Proctology—Drs. Arthur M. Fried- 
man, Youngstown, Ohio; Joseph B. 
Kingsbury, Flint, Michigan; and A. 
Leon Smeyne, New York City. 


American Osteopathic Board of 
Radiology—In roentgenology (di- 
agnostic): Drs. Robert D. Haw- 
kins, Santa Barbara, California; 
Gerard K. Nash, Sharon, Pennsyl- 
vania; Irwin Z. Phillips, Detroit; 
Samuel L. Snyder, Los Angeles; 
Edward J. Yurkon, Dallas; Ray- 
mond N. Dott, Dallas; and Paul A. 
Wood, Fort Worth, Texas. 

In radiology: Hal K. Carter, 
Grosse Ile, Michigan; and Frank A. 
DeLuise, Waterville, Maine. 


American Osteopathic Board of 
Surgery—In surgery: Drs. H. 
Woodrow Bashline, Grove City, 
Pennsylvania; Paul P. Edgar, Tuc- 
son, Arizona; H. H. Kesten, F lint, 
Michigan; Milton Kosley, Detroit; 
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Frederick S. Lenz, Cranston, Rhode 
Island; Abraham Levin, Philadel- 
phia; William E. Merrill, Seattle; 
W. W. Nelson, Burbank, Califor- 
nia; John C. Olson, St. Louis; 
Charles H. Orr, San Gabriel, Cali- 
fornia; Coy L. Purcell, Tucson; 
Richard P. Rounce, St. Louis; Rob- 
ert H. Sheldon, Toledo, Ohio; A. 
Allan Witlin, Compton, California; 
A. Llewellyn Wood, San Gabriel, 
California; and Ronald K. Woods, 
Des Moines, Iowa. 

In orthopedic surgery: Drs. Fred- 
erick J. Auwers, Dayton, Ohio; and 
Daniel T. Fridena, Phoneix, Ari- 
zona. 

In urological surgery: Robert F. 
Curtis, Los Angeles. 


Charles L. Naylor, D.O. 
Chairman 


Osteopathic Progress 
Fund Committee 


> The Committee is happy to re- 
port another year of going over the 
top in professional support of os- 
teopathic education. 

The support-through-dues plan 
continues to grow. During this 
year six states, Arizona, Kansas, 
Oklahoma, Ohio, Texas, and Rhode 
Island, have adopted the plan; Mis- 
souri passed a resolution raising 
its support from $50 to $125 for 
each member; and Michigan voted 
to move its plan from district 
to state level. There are now 
twenty-two states supporting os- 
teopathic education on the sup- 
port-through-dues plan, and five 
more, Kentucky, Maine, Massachu- 
setts, New Jersey, and Pennsyl- 
vania, are in the process of adopt- 
ing an amendment for the program. 

Over 75 per cent of the osteo- 
pathic population is in these twen- 
ty-two states. When the other five 
states adopt the plan, about 90 per 
cent of the profession will be in- 
cluded. 

Members of the Committee visit- 
ed with the officers and members 


of fifteen divisional societies, in 
some instances a number of times. 
Some visits were made by both 
a Committee member and the di- 
rector, Robert Bennett, and others 
by the director alone. 

The Committee wishes to thank 
all the divisional society officers 
and the many other people who 
dedicated their time and efforts to 
promoting the O.P.F. program at 
the local level. 

There has been much said about 
the “frozen east.” At this time, 
however, the Committee is happy 
with activities that promise to cre- 
ate a thaw. Dr. Henry N. Hillard, 
Lancaster, President of the Penn- 
sylvania Osteopathic Association, 
has worked very hard for the sup- 
port of osteopathic education in his 
state. Officers in New Jersey, 
Maine, Massachusetts, and other 
New England states are contribut- 
ing much toward the program, and 
action taken in Rhode Island for 
support through dues is a great 
step in favor of osteopathic educa- 
tion in the east. 

The work of many alumni or- 
ganizations has greatly increased 
O.P.F. support. Many dedicated 
doctors living in support-through- 
dues states contribute in excess of 
their regular dues portion. For 
this help and support, the Commit- 
tee is grateful. 

Many people feel that osteo- 
pathic hospitals should have a vital 
interest in the support of our col- 
leges. After much discussion, the 
Committee decided that the Chair- 
man and Mr. Bennett should at- 
tend the annual meeting of the 
American Osteopathic Hospital As- 
sociation held last October in Los 
Angeles, to present the financial 
side of the colleges. Although no 
definite program resulted, we feel 
that steps will be taken to formu- 
late some plan for the hospitals to 
contribute to college support. 

The Chairman wishes to thank 
Dr. Galen S. Young, as President, 
for the cooperation he has given 
the Committee in every divisional 
society he has visited. We also 
wish to thank Mrs. George W. 
Northup, as president of the Aux- 
iliary to the A.O.A., for the great 
help she has been in presenting the 
plan to the ladies at all the con- 
ventions she has attended in the 
last year. We also appreciate the 
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cooperation of Miss Helen Frazier 
and all the people in the Central 
Office who have worked with the 
Committee so diligently. 


Robert Bennett 
Director 


Report of Director of 
Osteopathic Progress Fund 


> 1959-60 has been another rec- 
ord-breaking year for the Osteo- 
pathic Progress Fund. This is the 
result of more and more members 
of the osteopathic profession be- 
coming aware of the vital need, 
not only of providing funds for the 
everyday operating costs of the six 
osteopathic colleges, but of making 
available funds constantly to im- 
prove the educational facilities of 
the schools and to plan ahead to 
meet the obligation of the osteo- 
pathic profession in providing 
health care for a growing America. 

While we are both proud of and 
grateful for the support that has 
been given the colleges, we must 
of necessity take a realistic view of 
the support the profession must 
provide its colleges for their imme- 
diate needs. We are still far short 
of the goal of $1,000,000 a year 
which the profession set for itself 
almost 14 years ago. That was be- 
fore inflation. In this day of high 
costs and higher standards, $1,000,- 
000 a year support from the profes- 
sion is not adequate to do the 
educational job that this profession 
wants to do and must do. 

We can achieve the educational 
standards which we have set for 


STUDENT LOAN FUND 


ourselves if every osteopathic phy- 
sician and surgeon does his fair 
share. This means that every state 
will need to adopt a_support- 
through-dues program if they have 
not already done so, and doctors 
with the financial ability to give 
beyond their dues support should 
be encouraged to do so. Frankly, 
this is not asking too much. As 
Dr. Galen Young has correctly 
stated: “A bricklayer, in fact a 
common laborer, in many in- 
stances, pays more to his union 
to protect his job than you doctors 
contribute to your profession— 
and our profession is our job. Isn’t 
it worth protecting?” 


Robert N. Evans, D.O. 
Chairman 


Committee on 
Student Loan Fund 


> The Committee held its cus- 
tomary quarterly meetings during 
the year, and again reports in- 
creased loan fund activity. It has 
this year issued the largest num- 
ber of loans in the nearly 30 years 
since the fund was set up, and in 
the largest sum of money. From 
the A.O.A. fund, 53 loans (of which 
21 were second loans) in the sum 
of $34,275 were issued which, add- 
ed to the 83 loans from the Foun- 
dation Fund (of which 28 were 
second loans) in the sum of $55,- 
700, adds up to 136 loans for a total 
of $89,975. This is a 14 per cent 
increase over last year’s figure for 
loans granted, and a 36 per cent 
increase in the amount involved. 


ACTIVITY 1952-1960 


Year Total loans issued Individuals aided* Amount loaned 
1952-53 87 71 $50,225 
1953-54 86 70 51,025 
1954-55 93 65 51,705 
1955-56 93 73 55,550 
1956-57 92 73 54,960 
1957-58 93 72 54,900 
1958-59 119 91 66,050 
1959-60 136 87 89,975 


The increased amount granted re. 
flects the raise from $500 to $759 
of the maximum amount of a loan 
as approved last year. 

A tabulation of loans issued jn 
recent years is of interest. (Col. 
umns | and 2) 

Since 1931, when the loan pro- 
gram was begun, 837 students have 
been aided, to the extent of $573. 
123. 

Implementing the approval 
given last year for the discontinu- 
ance of the requirement for life 
insurance collateral on loans, about 
half of the loanees who already 
had such coverage elected to re- 
tain it in lieu of the service fee of 
$5.00 for each loan. This number 
will gradually decrease as these 
loanees pay off their indebtedness 
and, of course, on all new loans the 
service fee will be substituted for 
insurance collateral. 

The Student Loan Fund Com- 
mittee continues to be grateful for 
the cooperation of all who in any 
way help in the administration of 
the program, particularly members 
of the College Advisory Commit- 
tee in each osteopathic college who 
interview and assess the qualifica- 
tions of each applicant. 

There are no recommendations. 


Allan A. Eggleston. D.O. 
Chairman 


Committee on Clinical Study 


> During 1959-1960 the Commit- 
tee on Clinical Study has devoted 
its efforts to its gross postural sur- 
vey. Effort was made to enlist the 
cooperation of a large segment of 
the profession in accumulating a 
minimum of 2,500 individual re- 
ports of the postural findings on 
patients at the time of their first 
visit to the reporting doctor. The 
Committee is grateful for the fine 
cooperation of the 56 doctors, be- 
sides the four committeemen, who 
contributed a total of 1,409 reports. 
At the same time, the fact that it 
proved impossible to obtain the 
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help of more than 0.4 per cent of 
the profession indicates that the 
profession is not yet ready to en- 
gage in the development of data 
by means of cooperative clinical 
studies. 

The contributions that were 
made to the Committee were made 
in good faith that the announced 

urposes of the study would be 
completed and that the results of 
their effort would be utilized. To 
date, all but a small portion of the 
reports have been coded in prepa- 
ration for processing by the statis- 
tical service. After the processing, 
it will be necessary to analyze the 
information and to draw such con- 
clusions as the data will support. 

In addition to the gross postural 
survey project, seven interviews 
were conducted, taped, trans- 
cribed, and edited by the Com- 
mittee. These interviews, available 
upon request, will be organized 
for publication and submitted. 


Recommendations approved 1. 
That the Committee on Clinical 
Study be made ad hoc to the com- 
pletion of the gross postural sur- 
vey. 

2. That the unexpended portion 
of the $500 grant for the interview 
project be refunded to the Foun- 
dation for Research, New York 
Academy of Osteopathy. 


‘ Robert A. Galbraith, D.O. 
Chairman 


Bureau of Research 


> The research program has con- 
tinued during the year to increase 
in volume and scope. From a re- 
view of the projects receiving 
grants-in-aid from the Association, 
the Bureau feels that both quality 
and accomplishment have in- 
creased. 

The Bureau met in Central Of- 
fice, Chicago, January 21, prima- 
rily to review the progress and fi- 
nancial reports of the 1958-59 
grants. 

These included three from the 
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Kansas City College of Osteopathy 
and Surgery, with Wilbur V. Cole, 
D.O., J. Eugene Mielcarek, D.O., 
and Theodore Norris, Ph.D., as in- 
vestigators; five from the Kirks- 
ville College of Osteopathy and 
Surgery, with J. S. Denslow, D.O., 
F. T. Dun, Ph.D., John N. Eble, 
Ph.D., the Division of Physiologi- 
cal Sciences (Korr), and Price E. 
Thomas, D.O., as investigators; 
one from the College of Osteo- 
pathic Physicians and Surgeons, 
Los Angeles, with Philip J. Rasch, 
Ph.D., as investigator; and one 
from the Stevens Park Osteopathic 
Hospital, Dallas, with C. D. Ogil- 
vie, D.O., as investigator. 

The Bureau was disturbed by 
some of the reports, which dis- 
closed little in the way of research 
and satisfactory objectives. Meas- 
ures to correct deficiencies in our 
program are being worked out. 

A 2-day meeting was held in 
Central Office in April. Twelve ap- 
plications for grants-in-aid were 
received for 1960-61, totaling 
$101,764. The Bureau will have 
approximately $87,000 at its dis- 
posal during the next grant year. 
Eleven applications were ap- 
proved. (See table.) 

All grants are automatically re- 
duced by any amounts received 
from outside sources and any un- 
expended funds are returned to 
the Research Fund at the end of 
the grant year for reallocation 

The Bureau has again been con- 
cerned with long-term support for 
projects and with career support 
for investigators. This past year 
we have lost one of our most able 
investigators. 

The Bureau feels that research 
people in our colleges need assur- 
ance of long-term support. Substan- 
tial funds would be needed to pro- 
vide such support and the Bureau 
would need authority to commit 
funds. Such funds could be at- 
tained in time if (1) the amount of 
$21,500, realized from sale of in- 
vestments several years ago, were 
placed in the Research Fund of 
the National Osteopathic Founda- 
tion as a reserve, anc. (2) a sum, 
annually, of 10 to 15 per cent of 
the amount expended for grants, 
were allocated to the Research 
Fund of the National Osteopathic 
Foundation. The establishment of 
such a fund would eventually pro- 


vide for career support of capable 
investigators. The fund would have 
to accumulate until such time as 
it would support one or more in- 
vestigators. 

The Bureau took cognizance of 
our present methods of submitting 
applications and progress reports. 
At the present, on long-term proj- 
ects, the Bureau requires a com- 
plete application each year with a 
semiannual progress report. It has 
been decided that on long-term 
projects the investigators shall be 
relieved of submitting a complete 
application each year and of the 
semiannual progress report. The 
annual report will be submitted 
with the application for continued 
support. Only one copy of each 
application for a grant-in-aid will 
need to be signed by the responsi- 
ble administrative officer and the 
principal investigator, the remain- 
ing copies required to be accepted 
without these signatures. This will 
create less work on the part of the 
Bureau and the investigator. 

The roster of scientific consult- 
ants to evaluate the projects be- 
fore grants-in-aid are given has had 
further study. We are in the proc- 
ess of developing such a panel and 
have had the assistance and coop- 
eration of Dr. Murray Goldstein of 
the National Institutes of Health. 
At the present time, each applica- 
tion is given for study to one mem- 
ber of the Bureau, who may obtain 
whatever consultation is indicated 
in order to make the best possible 
evaluation of a project. This meth- 
od will be further enhanced when 
a more complete roster of scientific 
consultants is established. 

The Annual Research Confer- 
ence was held in Chicago on March 
12 and 13. All osteopathic colleges 
were represented. Many excellent 
papers were presented, and some 
published in the JourRNAL OF THE 
A.O.A. This conference, for which 
the Bureau allots $2,500, has been 
of inestimable value in promoting 
research enthusiasm, and we feel 
it should be continued. 

A committee of the Bureau is es- 
tablishing criteria for the establish- 
ment of a research award to be 
given to one individual each year 
in recognition of outstanding 
achievement in research relating to 
man’s health and welfare. The 
award will be made to someone 
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outside the osteopathic profession. 
The final criteria should be com- 
pleted in 1961. 

At the April meeting, the Bureau 
established the procedure which 
consisted of inviting a few investi- 
gators to meet with the Bureau. 
This proved to be educational to 
the Bureau members as well as 
enabling us to convey our desires 
to the investigators. Problems of 
mutual interest are then resolved. 

The scheduling of meetings of 
the Bureau was discussed. It was 
felt that if the applications are re- 
ceived by February 1, one meeting 
a year, in May, should be sufficient. 
Changes in procedure, requiring 
annual reports to be submitted 
with applications for continued 
support, will necessitate only one 
meeting each year. A second meet- 
ing, if necessary, could be called 
by the chairman. 

During the year the Bureau dis- 


cussed many other phases of re- 
search, personnel, finances, a direc- 
tor of research, and related sub- 
jects. We hope some of these ideas 
will be a part of our research pro- 
gram by next year. 


Recommendations (approved) ¢ Six- 
teen recommendations were ap- 
proved. Of them, eleven covered 
the applications for 1960-61 grants, 
as tabulated. The remaining four 
recommendations were: 

1. That in long-term projects 
(those requiring more than 1 year 
for completion), reference in suc- 
ceeding years to the original appli- 
cation be deemed sufficient and 
that only page one of the applica- 
tion form be required; applicants 
for grants to be so notified. 

2. That in long-term projects the 
investigators be relieved of semi- 
annual progress reports and that 
annual reports be made a part of 


APPLICATIONS FOR RESEARCH GRANTS APPROVED FOR 1960-61 


Institution Investigator 


Grant 


Project 


Kansas City College Cole, W. V. 
of Osteopathy and 
Surgery 


Mielcarek, J. E. 


Cole and Mielcarek 


College of 
Osteopathic 
Physicians and 
Surgeons, 

Los Angeles 


Searcy, Ronald L., 
Ph.D. 


Rasch, P. J., Ph.D. 


Kirksville College of 
Osteopathy and 
Surgery 


Division of Physio- 
logical Sciences 
(Korr) 


Denslow, J. S. 


Thomas, P. E. 


Dun, F. T., Ph.D. 


Chicago College of Kelso, A. F., Ph.D. 


Osteopathy 
Kistner, Robert 


$ 5,400 


Effect of Muscle Hypertrophy on 
the Myoneural Junction 


Vital Intracellular Fluorescence 
with Induced Metabolic Changes 
in Nerve and Endocrine Tissue 


8,000 


500 Peripheral Nerves and Neuro- 
muscular Apparatus as Affected 
by Antibiotics 

Clinical Significance of Choles- 
terol Distribution in Lipoprotein 
Fractions of Normal and Patho- 
logical Serum 


Effects of Isotonic and Isometric 
Exercises on the Strength of An- 
tagonistic Muscles 


Continued Studies in Somatic- 
Autonomic Interchange and Re- 
lated Phenomena 


Functional Characteristics of 
Normal and Abnormal Body Me- 
chanics 


Influence of Myofascial and Con- 
nective Tissue Irritation on the 
Function, Morphology and Cyto- 
chemistry of Nervous Tissue 


Components of the Action Po- 
tential and the Liberation of 
ACh. 


Support of a Student Research 
Training Program 


Funds to Develop a Biochemistry 
Research Laboratory 


applications for continued support, 

3. That, annually, a sum of 
$15,000, or a sum to be determined 
by the Board of Trustees, be allo. 
cated to the Research Fund of the 
National Osteopathic Foundation 
for the purpose of establishing a 
fund to provide eventually for ¢a- 
reer support of capable investiga. 
tors, this fund to be allowed to 
accumulate until such time as jt 
will support one or more investi- 
gators. 

4, That the amount of $21,500, 
realized from sale of investments, 
be placed in the Research Fund of 
the National Osteopathic Founda- 
tion as a reserve, and that such 
amount be deducted from the cash 
assets carried on the financial state- 
ment of the Research Fund of the 
A.O.A. 

That the amount of $2,500 be 
appropriated for the 1961 Confer- 
ence on Research. 


Wallace M. Pearson, D.O 
Chairman 


Bureau of 
Organizational Affairs 


> The Committee on Distin- 
guished Service Certificates, Lydia 
T. Jordan, D.O., Chairman, is pre- 
senting recommendations at this 
meeting of the Board. These rec- 
ommendations are confidential un- 
til the time of their formal an- 
nouncement. The Committee rec- 
ommends only those candidates 
who have the endorsement of their 
divisional society. 

The Committee on Ethics, Wes- 
ley B. Larsen, D.O., Chairman, has 
processed many problem cases this 
year, and has established an effi- 
cient mechanism of review. The 
relationship between the A.O.A. 
and the divisional society, the com- 
mittee members, and the Board of 
Trustees has been maintained 
through adequate communication. 
Every case that has been handled 
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Mead Johnson and Company 
announces (see page A-54) 
its sixth year of awards 
for graduate study in 
osteopathic practice. 
Nine 1-year fellowships 
for 1961 are now open to 
osteopathic graduates of 
the last 4 years 


has had the experienced evaluation 
of the legal counsel of the A.O.A. 
Every case processed has been giv- 
en pointed, helpful advice. Several 
problems of publicity have been 
made ethical through helpful criti- 
cism. 

The Committee on Membership, 
John W. Hayes, D.O., Chairman, 
has been able to develop a con- 
sciousness of membership responsi- 
bility. Through its activity, this 
Committee has held the member- 
ship line, and completely neutral- 
ized the anticipated concept that 
support-through-dues programs are 
a liability to membership. 

The Committee on Veterans Af- 
fairs, Robert E. Morgan, D.O., 
Chairman, has continued its expe- 
rienced and devoted leadership. 
This Committee is alert to the fed- 


eral relationship with the veteran, 
representing a vast segment of the 
population of the United States 
subject to subsidized health pro- 
grams. 

The Committee on Constitution 
and By-Laws, J. Scott Heathering- 
ton, D.O., Chairman, has a difficult 


assignment and is alert to its re: . 


sponsibility. Amendments have 
been published making changes 
consistent with actions of the 
House of Delegates. There is no 
end in sight for the need for the 
services of this Committee. 

The Committee on A.O.A. Pub- 
lications, Arnold Melnick, D.O., 
Chairman, has seen a phenomenal 
growth in our publication service, 
in our advertising contracts, in the 
public demand for material having 
specific usefulness, and in reader 
interest. Publications are a major 
line of communication subject to 
constant enlargement and judicious 
examination for revision. The pro- 
fession is known by its written 
word. 

All the committees under the 
Bureau of Organizational Affairs 
have experienced leadership. All 
these committees are also in the 
process of training for professional 
responsibility. 

There is maturity in our organi- 
zational affairs, and while report- 
ing may be brief, a constant search- 
ing examination must be directed 
to our organizational structure. 


Wesley B. Larsen, D.O. 
Chairman 


Committee on Ethics 


> The Committee on Ethics has 
continued to emphasize two princi- 
pal phases of its program. 

First, it has continued to supply 
divisional societies, and thus the 
membership, with information re- 
lating to the Code of Ethics and its 
administration. It has been encour- 
aged by the continuing publication, 
on the part of many divisional so- 
cieties, of the series of articles on 
the Code. 

Second, the Committee has 
worked to strengthen the profes- 
sion’s ethical program through 
close cooperation with divisional 
society committees on ethics. 
Ethics has its most potent effect at 
the state level, where doctors are 
most familiar with community cus- 
toms and practices and with the 
persons involved. The A.O.A. Com- 
mittee, therefore, wishes to com- 
mend the interest and cooperation 
extended to it by these divisional 
society committees. 

After several years of study, the 
Committee presents amendments to 
Section 6 of Article I of Chapter II 


Two A.O.A. delegates visit—Dr. Samuel V. Robuck, Chicago, and Dr. Chester D. Swope, Washington, D.C., 
meet at luncheon of the National Board of Examiners of Osteopathic Physicians and Surgeons, held during the 
Kansas City Convention in July. Both physicians are charter members of the Board, and Dr. Robuck has been 


its president since 1947. 
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of the Code for consideration by 
the House of Delegates. (For the 
proposed amendments, see the 
Jounnat for June, page 835.) 

Section 6 has emphasis because 
it directly affects the relation of the 
D.O. to the public. The public, it 
must be emphasized, relies upon 
the osteopathic profession through 
its national organization to promul- 
gate and maintain levels of public 
conduct consonant with the efforts 
and interests of a health profession. 
It is Committee conviction that 
these provisions constitute some of 
the most important and construc- 
tive changes yet proposed. 

There are other areas related to 
ethical conduct that are under 
study. These include the matter of 
identification of a physician’s school 
of practice; involvement in types 
of practice bordering upon com- 
mercialization of the profession by 
a few physicians; use of unaccept- 
ed or unrecognized therapies lack- 
ing a scientific basis; development 
of organizational activities having 
promotional aspects; and publicity 
or quasi-advertising on the part of 
institutions. 

The Committee encourages re- 
ports or comments from members 
in regard to methods of encourag- 
ing ethical standards and conduct 
on the part of doctors, and of stim- 
ulating support for the general 
ethical program of the profession. 


Recommendation (referred back to 
Committee for further study) « 
That the proposed amendments to 
Section 6, Article I, Chapter II of 
the Code of Ethics be approved. 


John W. Hayes 
Chairman 


Committee on Membership 


> The 1959-1960 fiscal year 
brought the membership of the 
American Osteopathic Association 
to the largest figure in the history 


of organized osteopathy. Each 
month produced new members. 

In the efforts put forth by the 
Committee, through letters and 
personal contact, it was surprising 
to learn the reasons given by some 
practicing osteopathic physicians 
for their non-affiliation. Most of 
them were alibis, which Commit- 
tee members were in many in- 
stances able to overcome. 

Comparative figures for the 1959 
and 1960 fiscal years are shown in 
the accompanying table. They 
show increases in each category. 

These increases were not due en- 
tirely to activity on the part of this 
Committee, however. State mem- 
bership committees, functioning at 
two levels, fulfilled both their pri- 
mary obligation of increasing state 
membership and their further sense 
of obligation to the national mem- 
bership effort. To them, particular- 
ly to members of one state, this 
Committee extends its gratitude. 


Dr. Charles W. Sauter, i, 
Speaker of the A.O.A. House 
of Delegates, as he attended 
meeting of the Board of Trus- 
tees during the Convention in 
Kansas City in July. 


Gratitude is also extended to 
members of the official family of 
the A.O.A., and to members of the 
Central Office staff for their as- 
sistance and faithful service in the 
year past. 


Supplementary report on dual 
membership * On direction of the 
1959 House of Delegates, the Com- 
mittee continued a study of dual 
membership, which would require 
membership in both the divisional 
and national organizations in order 
to belong to either. 

Questionnaires submitted to all 
divisional societies brought 47 re- 
plies, with 15 in favor of dual 
membership, 14 opposed, 15 unde- 
cided, and 3 to act upon the matter 
later this year. 

As these figures indicate, the di- 
visional societies are certainly not 
in accord on the question of com- 
pelling membership in both state 
organizations and the American 


MEMBERSHIP FIGURES FOR FISCAL YEARS 1959-1960 


June 1,1959 June 1, 1960 


Members 
Licensed 
Unlicensed 
Total 


Nonmembers 
In practice 
Out of practice 
Total 

Total D.O.s 


Dues 
Total collected 
Collected in advance 


9,995 
530 
10,525 


2,848 
330 
3,178 


13,703 255 


$629,141.26 
280,477.50 


$21,193.01 
24,901.00 


$607,948.25 
255,576.50 


| 
if! 
F = F 
10,332 
| 535 
7 10,867 342 
2,619 
472 
3,091 
150 


Ouse 
ided 
Trus- 
in 


Osteopathic Association. 

The fifteen societies that were 
undecided felt that dual member- 
ship might cause a decrease in 
membership in both the American 
Osteopathic Association and in 
their respective divisional societies. 

It is the opinion of this Commit- 
tee that the membership of the 
A.O.A. as a whole is not at this 
time ready for compulsory dual 
membership. If caused to be en- 
forced at this time, such member- 
ship would undoubtedly have an 
ill effect on complete unification of 
the profession at large. 


Recommendations (approved) « 1. 
That at this time study of dual 
membership be discontinued. 

2. That osteopathic physicians 
and/or surgeons in missionary serv- 
ice shall be continued on a full 
membership status with dues 
waived during their period of such 
service. On returning to active 
practice dues shall be charged in 
accordance with the rate being 
paid at the time of entering the 
missionary service. 


True B, Eveleth, D.O. 
Chairman 


Bureau of Conventions 


> The 1960 Convention in Kansas 
City marks the final convention un- 
der present directives, with the 
House of Delegates, Board of Trus- 
tees, and general program conven- 
ing concurrently. 

Hereafter, the House of Dele- 
gates will meet separately from the 
general convention, probably in 
Chicago in July or August. That 
decision will be made by the 
House. The Board will meet con- 
jointly with the House, probably 
under arrangements similar to its 
present ones. 

One of the objectives of the 
Committee on Format and Sched- 
uling of Annual Conventions has 
been to seek a time more attractive 
to the membership than July, and 
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Plan membership mailing—Caroline M. Wells, supervisor of membership department in Cen- 


tral Office, Chicago, and Dr. John W. Hayes, East Liverpool, Ohio, A.O.A. membership 


chairman. 


places more attractive than the 
usual convention cities. 

There is a strong trend among 
professional associations to meet in 
resort areas. The A.M.A. met in 
June in Miami Beach and we know 
of some twenty to thirty other pro- 
fessional groups meeting there dur- 
ing the coming year. Because of 
this decision to establish a more 
suitable time of year for the clinical 
meetings of the Association, the 
previously scheduled July meetings 
were abandoned and the matter of 
the 1961 convention was presented 
to the Board in January. Because 
of the time factor involved, author- 
ity was granted the Bureau to as- 
sign the convention at a time and 
place most suitable. 

We have scheduled our general 


Now is the time 
to be thinking about the 
winter Convention 
of the A.O.A. 
to be held in Miami Beach 
January 23 to 26. 
Plan to be there with 
your family 


RR 


clinical convention in Miami Beach 
in January, 1961. The facilities are 
excellent—in fact, far better than 
the usual accommodations in New 
York, Chicago, and other conven- 
tion cities. 

Fall or spring would be more 
ideal as convention times, but over 
the years our divisional societies 
have well established these periods 
for their meetings. We have select- 
ed the month in which there will 
be the least interference with spe- 
cialty college and divisional society 
meetings. We believe that the Jan- 
uary meeting in Miami Beach will 
be a real success from the stand- 
point of attendance, atmosphere, 
program, and climate. 

We are not discounting, how- 
ever, the fact that the House of 
Delegates accounts for some 200 of 
our total registrants at a conven- 
tion. We hope that the majority of 
the members of the House will wel- 
come the opportunity to attend the 
didactic sessions and thus will be 
present at Miami Beach. 

The specialty colleges have as- 
signments to present their subjects 
in a manner in keeping with their 
standards, thus assuring top quality 
programs. The daily program is 
scheduled to permit full attendance 
at lectures, yet provide time to en- 
joy the pool and the sunshine. 

Conventions have become big 
business, so big that the so-called 
convention cities are being crowd- 
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ed beyond capacity. Hotel men no 
longer cater to the tourist or the 
salesman. They say that they must 
have conventions. Their sales de- 
partments book conventions in a 
“back to back” arrangement. One 
is registering in while another is 
checking out. 

Sleeping space is sold by the 
room. Hotels want the price for 
double occupancy, and the single 
occupant pays the double rate in 
most instances. When convention 
hotels in these congested cities 
quote room rates, they quote the 
double rate. Frequently as a con- 
cession, they will provide a small 
number of singles. 

Exhibit space which has been 
costing from nothing to $200 per 
day is now being quoted at $1,000 
a day in New York and other con- 
vention cities. At Miami Beach 
next year our exhibit space is free. 
Should we go to New York or Los 
Angeles in 1962, the cost for equal 
space will be $8,000. 

The Andrew Taylor Still Me- 
morial Lecture has always been 
considered an important part of the 
convention program. It was decid- 
ed this year to schedule this as a 
luncheon program to determine 
whether a larger attendance would 
result. 


Recommendation (approved) ¢ That 
the customary schedule of registra- 
tion fees be approved for the 1961 
convention. 
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Staff travels 


> Members of Central Office staff, 
Chicago, have represented the As- 
sociation at these conventions and 
meetings during recent weeks: 

Dr. True B. Eveleth, Executive 
Director: the “Convocation on 
Great Issues of Conscience in Mod- 
ern Medicine,” Dartmouth College, 
Hanover, New Hampshire, Sep- 
tember 8-10; the annual conven- 
tions of the Michigan Association 
of Osteopathic Physicians and Sur- 
geons, in Grand Rapids, October 
3-5, and the Missouri Association 
of Osteopathic Physicians and Sur- 
geons, St. Louis, October 12-14. 

Lawrence W. Mills, director, Of- 
fice of Education: meeting of the 
American Council on Education, 
Chicago, October 6-7; cities of 
Tennessee, in vocational guidance 
programs sponsored by the voca- 
tional guidance committee of the 
Tennessee Association of Osteo- 
pathic Physicians and Surgeons the 
week of October 17; and the Mich- 
igan convention. 


President’s schedule 


As President of the American Osteopathic Association, Dr. Roy J. Harvey is scheduled to attend 
these conventions and meetings in the coming weeks: 


Clinical Assembly, Dallas, Texas 

Oklahoma Osteopathic Association, Oklahoma City 

Pennsylvania Osteopathic Association, Philadelphia 

American College of General Practitioners in 
Osteopathic Medicine and Surgery, Detroit 


Robert A. Klobnak, director of 
the Division of Public and Profes- 
sional Service: meeting for public 
relations personnel of organizations 
participating in the 1961 White 
House Conference on Aging, Sep- 
tember 29; and the Michigan con- 
vention. 

Otha W. Linton, press represent- 
ative, P. and P.S.: Ninth United 
States Civil Defense Council Con- 
ference, Minneapolis, Minnesota, 
September 21-22. 

Leonard Heffel, special writer, 
P. and P.S.: the Dartmouth confer- 
ence. 

Robert Bennett, director of the 
Osteopathic Progress Fund: con- 
ventions of the Michigan Associa- 
tion, the New York State Osteo- 
pathic Society, Rochester, October 
14-15; and the North Carolina Os- 
teopathic Society, Asheville, Octo- 
ber 27-29. 

Patricia A. Guinand, secretary, 
A.O.A. Committee on Hospitals: 
meeting of the California Osteo- 
pathic Hospital Association, Sep- 
tember 16-17. 


October 30-November 3 
November 1-3 
November 17-19 


November 18-20 
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LABORATORY MONITOR 


Description * A portable labora- 
tory monitor that uses both sight 
and sound in detecting and meas- 
uring radiation is now available. 
The instrument continuously moni- 
tors background radiation, meas- 
ures sample activity, and checks 
contamination of hands, clothing, 
glassware, planchets, bench tops, 
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~NEW PRODUCTS: 


and many other laboratory items. A 
large meter accurately indicates 
counts per minute, volts, and twice- 
line frequency; a variable loud- 
speaker audio-monitors the general 
vicinity. Versatility is provided by 
the recorder output, controlled 
voltage supply, and a detachable 
probe. The instrument offers five 
scale ranges. 

The unit weighs 19 pounds and 


can be lifted by a handle on the 
top. It measures 10 by 12 by 18 
inches and operates on 105 to 125 
volts, 50-60 cycles, 65 watts. A 220- 
volt instrument also is available. 
The unit is housed in a stainless 
steel cabinet with light green, 
brushed satin finish. 


Manufacturer * Picker X-Ray Cor- 
poration, 25 South Broadway, 
White Plains, New York. 
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RETROPAQUE 


Chemistry * Retropaque solution 
contains methiodal sodium 20 per 
cent (weight/volume) and neomy- 
cin sulfate 4.2 per cent (equivalent 
to 2.5 per cent neomycin base, 
weight/volume). The brand of 
methiodal sodium used (Skiodan) 
contains 52 per cent iodine firmly 
bound in the organic form. Retro- 
paque is a sterile aqueous solution 
that solidifies below 32 F but read- 
ily liquefies again when exposed to 
ordinary room temperature. 


Pharmacodynamics ¢ Retropaque 
is a new antibacterial radiopaque 


medium for retrograde or ascend- 
ing pyelography. In addition to 
adequate opacification, the sub- 
stance provides a broad-spectrum 
antibacterial agent that makes it 
possible to extend safely the use 
of retrograde pyelography to cases 
that may involve urinary tract in- 
fection or kidney disease. Clinical 
reports have indicated that Retro- 
paque is well tolerated by practi- 
cally all patients and that the rate 
of infection is considerably re- 
duced when this agent is used. 


Toxicology * Side effects appar- 
ently are rare and of a minor na- 
ture. Pain for 24 hours following 
the procedure has been noted in 1 
patient, nausea and vomiting in an- 
other, and nausea with sweating in 
a third. It is emphasized, however, 
that Retropaque should not be used 
intravenously. 


Indications * Retropaque is rec- 
ommended for retrograde or as- 
cending pyelography in those per- 
sons with known or suspected uri- 
nary tract infection associated with 
such basic diseases as urinary cal- 
culus, hydronephrosis, polycystic 
kidney, and renal neoplasm. Retro- 


paque is considered advisable in 
cases where there is a risk of initi- 
ating or transferring infection with- 
in the urinary tract by means of 
the urologic procedure itself. 


Contraindications * Retropaque 
should not be used in patients 
known to be sensitive to neomy- 
cin. 


Dosage schedule ¢ From clinical 
reports it appears that the average 
dose of Retropaque ranges from 
10 to 15 cc. for a unilateral study; 
the amount varies according to the 
number of exposures made and the 
disease state being examined. 


How supplied ¢ Vials of 50 cc. 


Manufacturer ¢ Winthrop Labora- 
tories, 1450 Broadway, New York 
18, New York. 


References ¢ Roth, R. B., Kamin- 
sky, A. F., and Hess, E., J. Urol. 
74:563, Oct. 1955. Additional data 
from cooperative investigations are 
on file in the Department of Med- 
ical Research, Winthrop Laborato- 
ries. 
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CUPERTIN CREAM 


Chemistry ¢ Cupertin cream is an 
antipruritic agent containing di- 
phenylpyraline hydrochloride, 2 
per cent (1-methylpiperdyl-4-benz- 
hydryl ether hydrochloride) in a 
nonstaining, water-washable base. 


Pharmacodynamics * Cupertin 
cream is promptly and potently 
fungicidal as well as antipruritic, 
attacking fungus infections direct- 
ly. Since it also relieves itching and 
burning promptly and effectively, 
more rapid healing of the lesions 
is possible. 


Indications * Cupertin cream is 
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effective against many mycotic in- 
fections; it has been reported es- 
pecially valuable in the treatment 
of tinea pedis (athlete’s foot). 


Dosage schedule * The cream is 
administered by spreading a thin 
film over the affected area once or 
twice daily. If the skin is broken, 
the initial application may cause 
a slight stinging sensation. 


How supplied ¢ Cupertin cream 
is available in 15-gm. tubes (% 


ounce). 


Manufacturer * Cooper, Tinsley 
Laboratories, 229 Cleveland Ave- 
nue, Harrison, New Jersey. 


: 
: 
ge 
m 
? 
he 
ae 
L 
15S 


OSCILLOGRAPH and LOW 
LEVEL PREAMPLIFIER 


Description * Multichannel oscil- 
lographic recording systems that 
combine the advantages of direct 
writing and photographic record- 
ing are now available, with a new 
preamplifier designed specifically 
to handle electroencephalography, 
fetal electrocardiography, small- 
muscle myography, and similar 
low-level events. 

The direct-writing portion of the 
oscillographic system provides 
clear, inkless traces that are im- 
mediately visible. The direct writer 
is used to monitor events in the 


DC to 100 cps frequency range, 
while the photographic recorder, 
using optical galvanometers, pro- 
vides a frequency response to 500 
cps, necessary for recording heart 
sounds, animal electrocardiograms, 
and the wide-scale deflection re- 
quired in oximetry. Photographic 
recording permits traces to over- 
lap and makes possible the record- 
ing of two different events such as 
pressures on a common base line. 
The various systems available are 
made up of elements of the San- 
born 150M or 350M direct-writing 
systems and the 550M photograph- 
ic system. All Sanborn direct 
writers currently in use, however, 
are compatible with the 550M 


photographic recorder, should the 
owner wish to expand his present 
system to include both types. 
The new preamplifier is the San- 
born Model 350-1500 Low Level 
Preamplifier, with 350-3 plug-in, 
which can be used interchangeably 
with other No. 350 series preampli- 
fiers in both 350M direct writing 
and 550M photographic recording 
systems. It can also be used in a 
portable No. 450 carrying case as 
a unit amplifier to drive ‘scopes, 
panel meters, and optical oscillo- 
graphs. The basic preamplifier is a 
chopper type providing both high 
gain and extremely stable opera- 
tion. The addition of the 350-3 
plug-in adapts the instrument to 


Sr 


Sanborn Model 358-5465 Combination Direct 
Writing/Photographic Recording System 


such applications as single-channel 
EEG, fetal ECG, and similar gen- 
eral-purpose, high sensitivity pro- 
cedures. Other plug-ins include a 
general purpose low level DC unit, 
AC strain gage, and special plug- 
ins for oximetry, temperature po- 
larography, and galvanic skin re- 
sistance measurements. The sensi- 
tivities available with Model 350- 
1500 range from 20 uv/v output to 
40 mv/v output in eleven different 
positions. Output capability is +3 
volts into a 1,000 ohm load. In- 
ternal calibration signals of 100 
uv and 2 mv are also provided. 
Major specifications of Model 350- 
1500 include: high frequency cut- 
off at 25, 50, or 100 cps with 550M 
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systems, and 20, 40, and 100 cps 
with 350M systems; bandwidth— 
DC to 100 cps; input—floating or 
grounded; input impedance—100,- 
000 ohms; output—floating and iso- 
lated from input; linearity—+ 0.1 
per cent of full scale. 


Manufacturer ¢ Sanborn Com- 
pany, 175 Wyman St., Waltham 54, 
Massachusetts. 


References * Complete descrip- 
tive literature concerning Sanborn 
recording systems is available on 
request from the Inquiry Director, 
Medical Division, Sanborn Com- 


pany. 


Sanborn Model 350-1500 Low Level 
Preamplifier with 350-3 ECG/EEG Plug-in 
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RIOPAN 


Chemistry * Riopan is hydrated 
magnesium aluminate, made by the 
chemical union of aluminum hy- 
droxide and magnesium hydroxide, 
and has the structural formula 
[Mg(OH)], * [(OH),A 1 (OH) 
(HO)A 1 (OH),] * 2H,0O. The 
compound appears as a uniform 
and stable white powder, insoluble 
in water but freely soluble in acid. 
It can be prepared in tablet form 
or as a gel. 


Pharmacodynamics Riopan’s 
antacid effect involves speed and 
uniformity of buffering action, 
maintenance of safe and depend- 
able pH levels for maximum time 
with either large or small doses, 
and absence of systemic action. 
Clinical studies have shown Riopan 
to produce prompt, effective, and 
prolonged buffering activity, giv- 
ing immediate and sustained relief 
of pain and discomfort in most 
cases. Gastric analyses in cases of 
peptic ulcer have indicated the 
superiority of Riopan’s buffering 
activity over that of other agents. 


Toxicology * Riopan is well toler- 
ated; no alkalosis, gas formation, 
or disturbance in bowel function or 
electrolyte balance has been ob- 
served. Nausea and vomiting do 
not constitute a problem. 


Indications * Riopan is recom- 
mended for conditions associated 
with gastric hyperacidity, such as 
gastric or duodenal ulcer, gastritis, 


gastrointestinal disturbances resylt. 
ing from dietary indiscretion, nery. 
ous disorders, food intolerances, 
excessive smoking, or alcoholic 
stimulation. The drug also controls 
hyperacidity associated with ster- 
oid hormone therapy and any 
known ulcerogenic drugs. 


Contradindications * There are 
no contraindications to the use of 
Riopan itself. 


Dosage schedule * The suggested 
dosage for Riopan is 1 or 2 tablets 
swallowed with water, preferably 
between meals and at bedtime; for 
Riopan suspension, 1 or 2 teaspoon- 
fuls with water. In peptic ulcer, 
however, or any other condition 
where continuous control of acidity 
is desirable, the medication may be 
given at hourly intervals through 
the day. 


How supplied ¢ Riopan tablets, 
each containing 400 mg. Monalium 
hydrate (hydrated magnesium alu- 
minate), in packages of 60 and 500 
in the form of film strips of 10 
tablets each. Riopan suspension, a 
mint-flavored, creamy liquid, each 
teaspoonful containing 400 mg. 
Monalium hydrate, in bottles of 
12 fluidounces. 


Manufacturer * Ayerst Labora- 
tories, New York 16, New York. 


References * Von Seemann, C., 
Appl. Therap., July 1960. Labora- 
tory and clinical research records, 
Ayerst Laboratories. Tweddell, J. 
T., to be published. 
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RYNATUSS™ 


Chemistry * Each Rynatuss tabule 
contains carbetapentane tannate 
(non-narcotic), 60 mg.; chlorphe- 
niramine tannate, 5 mg.; ephedrine 
tannate, 10 mg.; phenylephrine 
tannate, 10 mg.; and employs the 
Durabond® Principle of oral re- 
pository release. Each 5 cc. of 
Rynatuss suspension contains car- 
betapentane tannate, 30 
ephedrine tannate, 5 mg.; phenyl- 
ephrine tannate, 5 mg.; chlorpheni- 
ramine tannate, 4 mg.; and also em- 
ploys the Durabond Principle. 


Pharmacodynamics * Rynatuss 
provides a non-narcotic antitussive 
for inhibition of nonproductive 
cough; an antihistamine for reduc- 
tion of bronchial secretion and to 
counteract allergic reactions; a 
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vasoconstrictor for decongestion of 
mucous membrane and alleviation 
of postnasal drip; and a broncho- 
dilator to aid in the removal of 
accumulated secretions. Because 
its action is non-narcotic, it does 
not induce the depression, consti- 
pation, or habituation frequently 
encountered with such agents as 
codeine. The Durabond Principle 
of oral repository release is utilized 
to provide continuous relief. Thera- 
peutic effects are sustained for 10 
to 12 hours without drowsiness or 
other side effects. 


Indications * Cough, mild or se- 
vere, acute or chronic; and in head 
or chest congestion, colds, sinusitis, 
and bronchitis. 


Contraindications * There are no 
known contraindications to the use 
of Rynatuss. 


Dosage schedule * For adults, the 
dosage is 1 to 2 tabules each 12 
hours; for children of 6 to 12 years, 
¥% to 1 tabule each 12 hours, and for 
those of 12 years or older, 1 to 2 
tabules each 12 hours. The suspen- 
sion is administered each 12 hours 
as follows: For children of 6 
months to 2 years, 4 teaspoon; 2 to 
6 years, % to 1 teaspoon; 6 to 12 
years, 1 to 2 teaspoons; and 12 
years or older, 2 teaspoons. 


How supplied * Rynatuss tabules 
are lavender colored and oval 
shaped, and are supplied in bottles 
of 30 tablets. Rynatuss suspension, 
a pink-colored, raspberry flavored 
liquid, is available in 8-ounce 
bottles. 


Manufacturer * Irwin, Neisler & 
Co., Decatur, Illinois. 
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Duodenal obstruction at the 
ligament of Treitz 


> A case of duodenal obstruction treated by a sim- 
ple plastic procedure is reported by James W. Major, 
M.D., Edward J. Ottenheimer, M.D., and William A. 
Whalen, Jr., M.D., in The New England Journal of 
Medicine, March 3, 1960. The procedure was that 
first reported by Strong in 1958, releasing the duo- 
denum at the ligament of Treitz, allowing it to be 
displaced downward and thus eliminating the angu- 
lation of the bowel at this point and moving it out 
from the sharp angle formed at this level by the 
superior mesenteric artery and aorta. In the authors’ 
case, results were prompt and dramatic; within a 
week the patient, a 24-year-old woman, was enjoying 
a regular diet with no distress. 

In the author's opinion, the case presented offers 
further convincing evidence that duodenal obstruc- 
tion at the ligament of Treitz is a real clinical entity 
that may be associated with such high degrees of ob- 
struction as to make surgical interference mandatory. 
Heretofore there has been little agreement as to the 
possibility of duodenal stasis or ileus. The ambigu- 
ous status of the entity may be due to its rarity as 
well as to lack of understanding of its etiology, diag- 
nosis, and treatment. Many patients with this syn- 
drome have been treated for years for chronic ap- 
pendicitis, peptic ulcer, gallbladder disease, and 
various gastric disorders. Some authors of texts fail 
to mention the syndrome; others make brief note of 
its possible occurrence and state that duodeno- 
jejunostomy is the surgical treatment of choice. Al- 
though this procedure might effect a cure through 
the expedience of a bypass, Strong’s procedure is 
simpler, more physiologic, less hazardous, and cer- 
tainly equally effective. 

The symptoms of duodenal obstruction include 
postprandial epigastric distress varying from fullness 
to severe cramps, postprandial vomiting with or 
without undigested food, a fear of eating, and con- 
tinuing weight loss. Diagnostic signs observed by 
radiologists are as follows: duodenal distention and 
stasis, to-and-fro motion of barium in the third por- 


tion of the duodenum, flattening of rugae in the third 
portion of the duodenum, straight cutoff of the duo- 
denum. at the level of the right side of the spine, 
normal jejunum beyond the cutoff, and the Hayes 
maneuver. These symptoms and findings indicate a 
high, unyielding attachment of the duodenum at the 
ligament of Treitz. Radiologists incline toward the 
view that the syndrome is more common than has 
been supposed; in some surveys the diagnosis was 
made in 1 of every 300 upper gastrointestinal studies, 


Blood-volume in elderly anaemic patients 
following blood-transfusions 


> An analysis of the effect of transfusion on the 
blood volume in elderly patients is reported by Stig 
Bryde Andersen, M.D., Copenhagen, in The Lancet, 
April 2, 1960. In such patients most surgeons attempt 
to obtain a normal preoperative hemoglobin level by 
means of blood transfusions, but this process may 
overload an already weak cardiovascular system. 
Previous investigations have shown that plasma dis- 
appears from the circulating blood after a transfu- 
sion; sometimes more plasma disappears than is 
infused. With large transfusions it is difficult to ac- 
count for the entire quantity of cells transfused; 
there is evidence that a certain number are trapped 
particularly in the liver. With smaller transfusions 
the increase of cell volume corresponds to the vol- 
ume infused. 

In man the conditions have been investigated 
mostly in patients undergoing surgical operation; 
only a few small-scale studies have been reported on 
human subjects in a steady metabolic state, and the 
results have been inconclusive. For the study re- 
ported here the author selected 24 anemic patients 
(average age 58 years) among whom 9 had cancer 
of the alimentary canal and the rest had nonmalig- 
nant diseases; no cardiac disease was demonstrated 
in any patient. All patients received at least two 
transfusions, one having ten in a period of 10 days; 
none received more than two transfusions in one 
day. Each transfusion consisted of 250 ml. plasma 
and 200 ml. blood cells, with 60 ml. ACD solution 
added as an anticoagulant. 

It was found that in these elderly anemic people 
in a steady metabolic state, blood transfusions 
amounting to 14 to 75 per cent (average 36 per cent) 
of the original blood volume produced an increase 
in cell volume corresponding approximately to the 
quantity of cells administered, a reduction in plasma 
volume, and a slight increase in total blood volume 
(average 9 per cent of the original blood vol- 


Se 


ume). The circulating quantities of albumin, globu- 
lin, and gamma-globulin remained about the same 
after transfusion despite the relatively large quanti- 
ties of protein in the transfused blood. The author 
suggests that the total blood volume, and not merely 
the plasma volume, is regulated by simple physico- 
chemical forces which displace fluid and proteins 
from the circulating blood into the extracellular 
spaces. Direct proof is difficult because the methods 
available for determining the extracellular space in 
man have an experimental error of about one liter. 


Relationship of noxious gases to carcinoma 
of the lung in railroad workers 


> The assumption that constant exposure to noxious 
fumes increases the risk of lung cancer was not 
borne out by a study reported by Isadore Kaplan, 
M.D., in The Journal of the American Medical 
Association, December 12, 1959. In analyzing the 
medical records of 6,506 deaths among railroad 
workers, the author found that 818 were due to ma- 
lignant disease involving various organs, and of 
these, 154 were ascribed to primary carcinoma of 
the lung and/or bronchus. After classifying the 154 
deaths according to each decedent’s actual routine 
exposure to exhaust fumes from diesel engines, the 
author found that the operating personnel, including 
engineers and firemen with high regular exposure, 
had no higher rate of broncho-pulmonary carcinoma 
than did the nonoperating groups, including clerks 
and janitors. In fact, the highest rate was found in 
the clerical group, which had probably the least 
exposure to noxious fumes, and which also contained 
a higher percentage of urban residents (73.7 per 
cent) as distinguished from rural residents. The 
study supported the general contention that carci- 
noma predominantly affects the male sex, since all 
154 cases were in men. Average age at death from car- 
cinoma of the lung was 65.1 years, with 55.2 per cent 
of the deaths occurring after retirement age, 65. 
Carcinoma of the lung among railroad workers in 
1958 showed a continued annual increase paralleling 
the national trend. 


Symposium on obesity 


> The physiologic and psychiatric aspects of obes- 
ity, as well as problems of diet instruction, are 
examined in a symposium published in the Proceed- 
ings of the Staff Meetings of The Mayo Clinic, 
March 16, 1960. Included is a transcript of a panel 
discussion by the authors, Clifford F. Gastineau, 
M.D., Ruth E. Franklin, M.N.S., Edward H. Rynear- 
son, M.D., and Howard P. Rome, M.D. 

No definite metabolic abnormality has been dem- 
onstrated as a cause for human obesity. If such a 
derangement were demonstrated in an obese person, 
there would still be the question of whether exces- 
sive adipose tissue were responsible for the abnor- 
mality. The forces favoring excessive consumption 
of food, however, are probably multiple. With re- 
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gard to diet instruction, the results of class instruc- 
tion are nearly as good as the results of individual 
instruction, so that class instruction may be consid- 
ered preferable from the standpoint of efficiency and 
economy. In either case, results are better with 
patients who have relatively less weight to lose. The 
psychologic problems underlying overeating usually 
involve feelings of anxiety in relation to others— 
fear of incompetence and inadequacy, a need for 
approval and security, a sense of guilt, and so on. 
For successful treatment of the obesity, the physician 
must address himself to the underlying factors, and 
must provide for the patient a condition of trusting, 
sharing confidence. The physician who plays the 
authoritative-parent role will only intensify the pa- 
tient’s fears. 

In the discussion of questions from the audience it 
was brought out that organizations of obese people 
who help each other to lose weight seem to fill the 
need for companionship on the part of people who 
characteristically are desperately lonely and isolated. 
It was also explained that differences between peo- 
ple as to either thinness or fatness are due to differ- 
ences in activity, physical make-up, age, and sex. 
With regard to experiments on the hypothalamic 
centers in animals, it was concluded that there could 
be no immediate application of such studies in the 
treatment of human obesity. The importance of nu- 
tritionally adequate diets was emphasized, and it 
was pointed out that the dextro-amphetamine family 
of drugs, although somewhat helpful in reducing 
appetite, may induce restlessness that leads again 
to overeating. 


Chronic pernicious myocarditis 


> The occurrence of a pernicious type of myocar- 
ditis, as first described by Boikan about 30 years 
ago, is stressed by Irwin K. Kline, M.D., and Otto 
Saphir, M.D., in the American Heart Journal, May 
1960. Anatomically, pernicious myocarditis is not a 
single entity, since various types of myocarditis 
may run a similar course. Among all the types, how- 
ever, the authors have found that a chronic form of 
isolated myocarditis is the most common anatomic 
finding in pernicious cases occurring in the geo- 
graphic region of Chicago. 

Chronic pernicious myocarditis is characterized 
by a protracted but relentless downhill course cul- 
minating often in unexpected death. Congestive 
myocardial failure is very common. As in acute 
isolated myocarditis, the cause of chronic pernicious 
myocarditis is obscure. Although it resembles chronic 
Chagas’ myocarditis both clinically and anatomically, 
leishmania or structures resembling parasites have 
not been found in pernicious myocarditis. 

Among 225 cases of myocarditis, the authors re- 
classified 6 as chronic pernicious myocarditis; the 
clinical records and autopsy findings in these cases 
are reviewed in the article. The protracted, relentless 
downhill course with progressive myocardial failure 
is stressed. Two cases had been misdiagnosed as 
mitral stenosis, and one as pericarditis. Autopsy 
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studies revealed enlarged hearts in all cases, with 
no changes in the endocardium or pericardium. Mi- 
croscopic examination disclosed a true chronic myo- 
carditis, mainly interstitial, with young connective 
tissue compressing and eventually replacing heart 
muscle fibers, and an interstitial infiltration by in- 
flammatory cells. 

The importance of recognizing pernicious myo- 
carditis lies principally in its grave prognosis. After 
apparently recovering from a slowly developing ill- 
ness which may or may not be recognized as myo- 
carditis, the patient shows signs and symptoms of 
early myocardial failure, which will inevitably recur. 
Such patients may become cardiac invalids, or they 
may recover only to experience repeated attacks of 
myocardial decompensation and to succumb to one 
of these. 


Experiences with tympanoplasty 


> The new field of otologic microsurgery holds 
promise for saving the hearing of many patients with 
chronic otitis media, according to a report by Edward 
C. Brandow, Jr., M.D., in the New York State Journal 
of Medicine, May 15, 1960. With the advent of the 
operating microscope, meticulous removal of dis- 
eased tissue with preservation of the functional ele- 
ments is now possible, and skin grafting restores the 
tympanic membrane and makes a new middle ear. 
The indications for the operation include practically 
all chronically draining ears, rather than only those 
with extensive pathologic conditions. The so-called 
“benign” central perforation is particularly suitable, 
for without the tympanoplastic technic successful 
operations could not be performed on these ears. 
The operation is also successfully applied to con- 
genital malformations of the middle ear and ossicles. 
The technic requires advanced skill and a thorough 
knowledge of temporal bone surgery. The chief 
complication is the formation of inclusion cysts be- 
neath the graft; continued observation after tym- 
panoplasty is imperative, with prompt reoperation 
in cases of graft failure. Fortunately the good results 
far exceed any disadvantages, and when this pro- 
cedure is considered with the operation for otoscle- 
rosis, there is now a chance for improvement for 
most patients with a conductive hearing loss. The 
author gives complete details of the operative tech- 
nic, as well as the results in 92 cases of tympanoplas- 
tic operation. 


Bilateral midline fixation of 
cricoarytenoid joints 
as a serious medical emergency 


> A bizarre syndrome hidden in otolaryngologic 
literature under the title of cricoarytenoid arthritis 
is called to the attention of clinicians by Ira A. Poli- 
sar, M.D., Benjamin Burbank, M.D., Leon M. Levitt, 
M.D., Hyman M. Katz, M.D., and Thomas G. Mor- 
rione, M.D., in The Journal of the American Medical 
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Association, February 27, 1960. The signs, which 
may appear singly or in combination, include inspjr. 
atory stridor, nonresponsive asthma, intermittent 
respiratory difficulty with cyanosis, sudden collapse, 
shock, or coma. The entity may result from bilateral 
midline fixation of the cricoarytenoid joints. Prompt 
recognition and adequate treatment are lifesaving. 
Each of the cricoarytenoid joints has a ligamep. 
tous capsule lined by a synovial membrane, and the 
joint normally permits gliding and rotatory move. 
ments of the opposed articular surfaces. When the 
joints are ankylosed by local or general arthritis the 
consequences are serious. The physical diagnostic 
signs vary with the degree of fixation, the narrowness 
of the glottis, the presence or absence of acute super- 
imposed respiratory infection, and the therapy which 
has been given. Differential diagnosis rests between 
midline fixation of the cricoarytenoid joints and bi- 
lateral paralysis of the recurrent laryngeal nerve. The 
only definitive treatment is the surgical procedure of 
arytenoidectomy or arytenoidopexy, following tra- 
cheostomy. The authors describe 3 cases that illus- 
trate the severity of the symptoms, the adverse ef- 
fects of sedatives, the importance of tracheostomy, 
and the need to guard against fatal complications. 


The use of an internal pacemaker in the 
treatment of cardiac arrest 
and slow heart rates 


> An internal pacemaker designed particularly for 
use in cardiac emergencies is described in a prelimi- 
nary report by Samuel Bellet, M.D., Otto F. Muller, 
M.D., Anthony C. deLeon Jr., M.D., Lawrence D. 
Sher, B.S., William M. Lemmon, M.D., and David 
G. Kilpatrick, in the A.M.A. Archives of Internal 
Medicine, March 1960. The pacemaker described is 
a transistor model, small and readily portable. As 
a source of constant current, the pacemaker delivers 
small currents directly to the heart muscle; a galva- 
nometer denotes the actual electric activation wave of 
the heart muscle. The authors report the use of this 
instrument in 5 patients with terminal cardiac arrest 
and 4 with Stokes-Adams seizures. 

The internal pacemaker is a reliable method for 
restoring the heartbeat in the presence of complete 
A-V heart block and other types of slow beating; its 
efficacy depends on the cause of the cardiac arrest 
and the time elapsing before the pacemaker is ap- 
plied. Effective cardiac contractions can be initiated 
in cases where cardiac arrest has been present for 
less than 1 minute and where the myocardium has 
not been unduly depressed by anoxia, hemorrhage, 
or depressant drugs. In the latter conditions it is bet- 
ter to open the chest and apply cardiac massage, in 
addition to positive pressure oxygen; after effective 
beating has been maintained for 3 or 4 minutes the 
cardiac pacemaker may be used to insure continu- 
ance of the heartbeat. The advantages of the internal 
over the external pacemaker are that it is effective 
with much smaller currents, does not entail contrac- 
tions of intercostal or chest muscles, does not pro- 
duce pain or local skin burns, and can be carried by 
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the human subject. It is valuable in the monitoring 
of the heartbeat in cases of cardiac arrest during the 
crucial 24 to 48 hours after the beat has been re- 
established. 

The authors recommend that the proper use of 
these artificial pacemakers be incorporated in the 
armamentarium available for the treatment of cardiac 
arrest and Stokes-Adams disease; this would require 
the training of house-staff members in the use of the 
apparatus as well as its indications and limitations. 
It will not replace cardiac massage where that is 
indicated. Since the time during which resuscitation 
is possible is very short, intimate working knowledge 
of the details of specific measures is essential to suc- 


cess. 


Congenital absence of the 
pituitary gland 


> A case of the extremely rare anomaly, congenital 
absence of the pituitary gland, is reported by Joseph 
D. Reid, M.D., in The Journal of Pediatrics, May 
1960. This is the third case to be reported since 1956; 
before that time there were no cases reported in 
the literature, although there have been a few re- 
ports of hypoplasia of the pituitary gland with asso- 
ciated endocrine disturbances. 

In the case reported here, the infant died at the 
age of 19 hours; the clinical diagnosis was erythro- 
blastosis fetalis due to A-O incompatibility. The 
autopsy findings consisted of absence of the pituitary 
gland and hypoplasia of the thyroid, testes, and 
adrenal glands. The pathologic features are impor- 
tant for the light they shed on the mechanism of 
endocrine development. For example, since the size 
of the fetus was not affected, it would appear that 
the pituitary gland is not essential for growth in the 
intrauterine period. Formerly it was supposed that 
the pituitary gland is necessary in the early stages 
of fetal growth for normal male differentiation of ex- 
ternal genitals, and that absence of the pituitary 
gland at birth would indicate atrophy of the gland 
in the fetus. However, it has been shown that 
chorionic gonadotrophin exists in the human fetus 
in a concentration which would probably have a 
physiologic effect. In the absence of a pituitary 
gland, normal male sex differentiation might result 
from stimulation of Leydig cells to produce andro- 
gen by chorionic gonadotrophin or other hormones 
present during pregnancy. The presence of Leydig 
cells in this case was striking and, along with normal 
male external genitals, lends support to such a hy- 
pothesis. The abnormal development of the adrenal 
glands, however, seems to indicate that the pituitary 
is necessary for their normal development in the 
fetus. Development of the thyroid gland also seems 
to have been altered by absence of the fetal pitui- 
tary. The findings lend support to the concept of the 
inability of thyrotrophic and adrenocorticotrophic 
hormones to pass the placental barrier. The islet tis- 
sue in the pancreas and the tissue of the adrenal 
medulla showed normal development. 
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Extrapulmonary manifestations of 
bronchogenic carcinoma 


> The role of cancer as a systemic disorder is em- 
phasized in an analytical review by John H. Knowles, 
M.D., and Lloyd H. Smith, Jr., M.D., in The New 
England Journal of Medicine, March 10, 1960. In 
some cases the extrapulmonary manifestations of a 
bronchogenic tumor dominate the initial symptom 
pattern, and awareness of their significance may fa- 
cilitate diagnosis. Moreover, clues to other non- 
respiratory functions of the lung may possibly lie in 
the wide variety of distant, often bizarre effects of a 
local tumor, effects which defy explanation by cur- 
rent concepts of neoplasia. The relation of pulmo- 
nary osteoarthropathy and certain metabolic and 
neuromuscular syndromes to carcinoma of the lung 
has been well established. Other disorders associated 
with such carcinoma may include certain generalized 
abnormalities of bone and connective tissue, vascular 
abnormalities such as migratory thrombophlebitis 
and nonbacterial thrombotic endocarditis, and hem- 
atologic abnormalities including hemopathic and 
symptomatic hemolytic anemia, fibrinolytic purpura, 
and cryofibrinogenemia. 

The most frequent peripheral sign of bronchogenic 
carcinoma is the change in the nail beds termed 
“clubbing,” which may be accompanied by general- 
ized hypertrophic osteoarthropathy. Neuromuscular 
disorders, manifested in a variety of central or 
peripheral changes, have been found associated with 
bronchogenic carcinoma in as high as 75 per cent of 
cases. Cushing’s syndrome and hypercalcemia are 
relatively frequent complications; symptoms second- 
ary to hypercalcemia may dominate the clinical pic- 
ture. Endothelial abnormalities are associated non- 
specifically with bronchogenic carcinoma; however, 
in thrombotic endocarditis, neurologic symptoms sec- 
ondary to embolization may precede other symptoms 
of lung tumor and occur before there is radiologic 
evidence of the tumor in the chest film. Early diag- 
nosis requires awareness of the potential significance 
of changes in venous and endocardial endothelium. 

The rarer syndromes noted in this review quite 
possibly represent coincidence rather than valid 
complications of carcinoma. None of the disorders 
listed are pathognomonic of bronchogenic carcinoma, 
since all may be found with other tumors or in de- 
bilitating disease alone. It is emphasized, however, 
that one or more of the associated syndromes may 
initiate the manifestations of primary lung tumor, 
and alertness to their significance may lead to earlier 
definitive treatment than might otherwise be possible. 


Action of hypoglycemia on coronary 
insufficiency and mechanism 
of ECG alterations 


> The hypothesis that hypoglycemia is responsible 
for angina pectoris and myocardial infarction in dia- 
betic patients has been investigated by Ekrem Serif 
Egeli, M.D., and Rasim Berkmen, M.D., who report 
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encountered frequently, and that in these cases ECG 
recordings showing changes induced by coronary in- 
sufficiency have been observed. To gain insight into 
the possible biochemical mechanisms underlying 
electrocardiographic changes, the authors carried out 
clinical studies in 38 cases of coronary sclerosis (16 
of angina pectoris and 22 of myocardial infarction). 
After injecting insulin, epinephrine, insulin-Regitine, 
and insulin-potassium chloride, the authors investi- 
gated the patient response as indicated by ECG, 
glycemia, and serum potassium, sodium, and calcium. 

Some of the ECG alterations which may be seen 
in patients with insulin-induced hypoglycemia sug- 
gest mainly an anoxemia of the myocardium. How- 


‘BOOK REVIEWS: 


> Books for review which were received during the period 
from August 5 to September 5 are listed on advertising pages 
A-153 to A-162. Reviews of these books will be published as 
space permits. 


®» PSYCHIATRY: DESCRIPTIVE AND DYNAMIC. By 
Jackson A. Smith, M.D., F.A.C.P., Clinical Director, Illinois 
State Psychiatric Institute, Chicago, Illinois; former Professor 
of Neurology and Psychiatry, University of Nebraska College 
of Medicine, Omaha, Nebraska. Cloth. Pp. 342. Price $7.00. 
Williams & Wilkins Company, 428 East Preston Street, Balti- 
more 2, 1960. 


The aim on this book is to describe concisely the various syn- 
dromes seen in psychiatric patients and to make these syn- 
dromes recognizable to student and physician alike. Rare and 
obscure conditions have been minimized in favor of detailed 
discussions of the more frequently seen disorders. 


As is usual in medical practice, symptoms on which 
the diagnosis rests are described. Controversy and 
theory are kept to a minimum. The prevailing dy- 
namic concepts are included. 

The aim of the book and the general contents as 
described in the preface are adhered to throughout 
the book. This makes it indeed a useful reference in 
a medical library. 


164 


their results in the American Heart Journal, April 
1960. It has recently been found that diseases of the 
heart and circulation play the main role in diabetic 
mortality. Some investigators have further reported 
that in the course of hypoglycemic attacks resulting 
from increased use of insulin, episodes of angina 
pectoris and acute coronary thrombosis are being 


ever, in this series of cases there was no instance of 
anginal pain during these alterations, which sy. 
sided completely and spontaneously within 30 to 69 
minutes. The fact that there was no anginal pain 
even in patients in whom the RS-T unwedgin 
amounted to 3 to 6 mm. makes it unlikely that the 
alterations were caused by anoxemia. On the other 
hand, the marked asthenia and adynamia which 
accompanied hypoglycemia, and the occurrence of 
ECG alterations at the time at which serum potas. 
sium varied between 9 and 15 mg. per cent, suggest 
that hypopotassemia played a major role. ECG 
changes after epinephrine were identical with those 
after insulin, and paralleled the variations in eleo. 
trolytes. The sympathicolytic drug Regitine, which 
inhibits epinephrine, prolongs the duration of hypo. 
potassemia and hypematremia, so with this drug the 
ECG alterations were more marked. Potassium 
chloride given intravenously or by mouth prevented 
the formation of these ECG alterations. No clear- 
cut oscillations of the calcium ion were noted. 


The author uses an interesting clarification device 
by discussing hysteria in a chapter separate from 
that on the neuroses in which conversion reaction is 
handled. At first glance this deviation from the use 
of the present hospital nomenclature seems confus- 
ing. However, in the light of the historical emphasis 
on hysteria such a chapter will undoubtedly help the 
reader maintain a more lasting understanding of this 
syndrome. 

In the same tone, there is a significant chapter on 
the differences between psychosis and conversion 
reaction. This, too, is an area of frequent confusion 
for the student and physician. 

As the book is written primarily for the nonpsy- 
chiatrist the author does not attempt to delineate 
details of treatment sufficiently for the untrained to 
make use of therapeutic measures which they should 
not be using without further training or study. Fo 
example, he states: 


The tranquilizers offer some patients relief from an extremely 
uncomfortable state, but they will not make the patient’s wife 
more responsive, his neighbor less annoying, nor his employer 
less demanding. They may decrease his response to these 
irritations. 


This quotation also is an example of the author's 
efficiency in the use of words and his semantic clarity 
throughout the book. He introduces each chapter 
with a one-page outline which gives an over-all view 
of the contents. He usually states the point of view 
of each chapter in the first paragraph. The writer 
has an unusual ability to summarize involved con- 
cepts in a sentence or two. Likewise, his many ex- 
amples are brief and to the point. 

Mention should be made of several chapters in 


which are presented illuminating discussions. That 
on child psychiatry is written with the benefit to the 
iatrician as well as the general physician. Here 
are presented such therapeutic approaches as psy- 
choanalysis, play therapy, and brief psychotherapy. 
A comprehensive means of evaluation of problems is 
also given. Chapters are devoted to mental deficien- 
cy and to epilepsy, each including types and etiologic 
factors and management. Considerable space is given 
to erotional problems in the geriatric patient, bring- 
ing the reader up to date on changing attitudes of 
the community and the family toward the aged, and 
current thinking in recommendations to the family. 
The index covers the material very adequately 
with a minimum of cross references. The reader is 
presented with further sources of information in the 
extensive bibliography. 
The author accomplishes his purpose in this vol- 
ume in such a manner that it can be used as a quick 
reference by the busy physician as well as a more 


exhaustive study by the student. 
M. BricuaM, A.M., D.O. 


>» A MANUAL OF ANAESTHETIC TECHNIQUES. By 
William J. Pryor, M.B., Ch.B. (N.Z.), F.F.A. R.C.S. (Eng.), 
D.A. (Eng.), F.F.A. R.A.C.S.; Anaesthetist, Thoracic Unit, 
Christchurch Hospital (N.Z.) and Late Anaesthetic Registrar, 
The London and Poplar Hospitals, London. Cloth. Pp. 228, 
with illustrations. Price $7.00. John Wright & Sons, Bristol. 
The Williams and Wilkins Co., exclusive U.S. distributors, 
428 Preston Street, Baltimore 2, 1959. 


In this manual is represented current English think- 
ing regarding anesthetic practice. As a matter of fact, 
the entire emphasis in this small book is on practice 
rather than theory. 

The dosages of curare mentioned would certainly 
be considered high by most American anesthesiolo- 
gists, and certainly not all will agree with the combi- 
nation of atropine sulfate and neostigmine given 
together, to counteract overcurarization. 

Despite the amount of useful information con- 
tained in these pages, this book can only be recom- 
mended as a reference for comparative reading on 


English technics. 
A. A. D.O. 


> ATLAS AND MANUAL OF DERMATOLOGY AND 
VENEREOLOGY. By Professor Dr. W. Burckhardt, Director 
of the Municipal Policlinic for Skin and Venereal Diseases, 
Zurich, Switzerland. Cloth. Pp. 276, with illustrations. Price 
$14.00. The Williams & Wilkins Company, 428 Preston Street, 
Baltimore 2, 1959. 


This is a textbook primarily evolved around 99 col- 
ored pictures. The color is reproduced so authenti- 
cally all but the feel of texture is present. The text 
is a translation from a Swiss dermatologic text. The 
translator has been successful in making the lan- 
guage transition without the reader being aware of 
the change. 

The book begins with a discussion of infectious 
diseases of the skin. A different approach is apparent 
immediately when it is seen that the first group of 
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pictured diseases concerns the tuberculous infections 
of skin. A colored picture of a papulonecrotic tuber- 
culid on an elbow would have been improved, clini- 
cally, if the typical scarring were reproduced along 
with the erythematous papules. Each group of dis- 
eases has typical manifestations of the important 
considerations illustrated in colored pictures, 

For the most part, the prints are full-page, and 73 
black and white pictures complement the colored 
studies. The manuscript is brief but pointed, begin- 
ning with a pertinent description; if relevant, etiol- 
ogy is mentioned, and if it is unknown, it is so stated. 
Controversial opinions are not debated here. Loca- 
tions of the lesions are included in the descriptions. 
Therapy is stated in one sentence wherever possible. 

The chapter on venereal diseases is by far the best 
medical presentation this reviewer has seen in a 
readily available textbook. The colored plates of the 
clinical evidence of lues are excellent and ‘plentiful. 
There is also a chapter on “other diseases of the gen- 
italia”; this is a welcome attitude from the usual 
opinion, “If it is genital, it is venereal.” 

The book concludes with a chapter devoted to 
tests used in dermatology, plus four lists of patch-test 
materials with their concentrations. 

This book should be available in all medical li- 
braries and would provide an excellent study for 
students, interns, and general practitioners; however, 
the quality of the colored pictures would be most 


appreciated by a dermatologist. 
A. P. Uxsricn, D.O. 


®» PSYCHOANALYSIS OF TODAY. By S. Nacht. Ameri- 
can Adaptation Prepared by Ruth Emma Roman. Cloth. Pp. 
236. Price $5.75. Grune & Stratton, 381 Fourth Avenue, New 
York 16, 1959. 


This volume, which has been translated from the 
French by Ruth Emma Roman, is an excellent review 
of present-day psychoanalytic theory and practice 
as seen by eleven French authors. In general the 
seven essays in the book have in common an element 
of conciseness, frankness, and honesty which is stim- 
ulating. There is a preface by Ernest Jones, who re- 
marks on the vicissitudes of psychoanalysis in France 
in conflict with a previously fixed French view on 
psychopathology and sex. 

Section 1, “Indications and contraindications for 
psychoanalysis in adults,” by S. Nacht and S. Lebo- 
vici, is excellent and concise and one of the most 
unprejudiced discussions of the subject I have ever 
seen. The other presentations or essays are also ex- 
cellent: (2) “Clinical analysis,” by M. Bouvet; (3) 
“Psychoanalytic therapy,” by S. Nacht; (4) Psycho- 
analysis of children,” by S. Lebovici, R. Diatkine, J. 
A. Fazreau, and T. Luquet-Paret; (5) “Psychoanaly- 
sis and medicine,” by R. Held; (6) “Psychoanalysis 
and neurobiology,” by D. De Ajuiagueria, R. Diat- 
kine, and J. Darcia Badaracco; (7) “Psychoanalytic 
therapy of the psychoses,” by T. C. Racamier; and 
(8) “Psychoanalysis and sociology,” by S. Nacht, R. 
Diatkine, and T. C. Racamier. 

This volume is well worth reading for psycho- 
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analysts and those interested in psychoanalysis. It is 


stimulating, concise, and frank. 
Irwin RotuMan, V.M.D., D.O. 


®» DRUGS OF CHOICE, 1960-1961. Edited by Walter 
Modell, M.D., Director, Clinical Pharmacology, and Associate 
Professor of Pharmacology, Cornell University Medical Col- 
lege; Attending Physician, New York Veterans Administration 
Hospital; Associate Visiting Physician, Bellevue Hospital; 
Member, Poison Control Advisory Board of New York City; 
Member, Revision Committee, United States Pharmacopeia 
XVI; Editor, Clinical Pharmacology and Therapeutics. Cloth. 
Pp. 958. Price $13.50. C. V. Mosby Company, 3207 Wash- 
ington Boulevard, St. Louis 3, 1960. 


Only 2 years have elapsed since publication of the 
first edition of this book, and it is the editor’s plan 
to provide future revisions each time a similar period 
passes. This plan can be heartily cheered; the volume 
is one of the most helpful in its field. 

New chapters have been introduced as follows: 
Physical and chemical considerations in the choice of 
drugs; choice of a local antiseptic; choice of drugs 
for viral, spirochetal, and rickettsial infections; choice 
of sedatives and tranquilizers in general medical 
practice; choice of an anorexiant; choice of drugs 
in endocrine dysfunction; choice of drugs for oph- 
thalmic use; and choice of drugs for otolaryngologic 
disorders. Three other chapters have new authors, in 
line with the editor’s plan to present differing view- 
points from time to time, and revisions have been 
made throughout the book where necessary. 

The first edition had brief drug indexes following 
each chapter, listing the drugs available in a particu- 
lar classification. This new edition has one combined 
index, listing both generic and proprietary names for 
drugs, and cross-identifying them. Although some 
drugs are less well described in this book and its 
drug index than in the standard PDR, in many re- 
spects this book is much more helpful. 

It is a book to be studied carefully enough to ob- 
tain a working familiarity with it, and then used as 
necessary. 


> SOURCE BOOK OF MEDICAL HISTORY. Compiled 
with notes by Logan Clendening, M.D. Copyright 1942. Pa- 
per. Pp. 702. Price $2.75. Dover Publications, Inc., 180 
Varick Street, New York 14, 1960. 


This is a fine anthology of 120 classic medical papers, 
first issued in 1942. The papers cover a period of 
4,000 years, starting with selections from Egyptian 
papyri and descriptions of the cult of Aesculapius 
from the writings of Homer, Herondas, Aristophanes, 
and Plato; through Hippocrates, Galen, Aretaeus the 
Cappadocian, and Celsus; through Leonardo da 
Vinci, Vesalius, William Harvey, Paré, and Syden- 
ham; to many modern names well known for their 
contributions to present-day medicine. The collec- 
tion is largely of abstracted or abridged papers; 
rather than complete works of any one writer; but 
the choice is very good, and the individual familiar 
with all the works in this book could boast a fair 
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grasp of historical opinion in many medical fields, 
There are interesting selections from lay literature 
as well, giving views of the physician in his society, 
besides some mentioned before, these include the 
writings of Thucydides, selections from the Arabian 
Nights, and bits of Chaucer, Moliére, Dickens, and 
Thackeray. This is another well-made paperback in 
the Dover series of reissues of primary medical 
sources: one well worth having. 


® PROCEEDINGS OF THE WORLD CONGRESS OF 
GASTROENTEROLOGY and the Fifty-Ninth Annual Meet. 
ing of the American Gastroenterological Association, Wash- 
ington, D.C., U.S.A., May 25th through 31st, 1958. Volumes 
1 and 2. Cloth. Pp. 1363, with illustrations. Price $20,00, 
The Williams and Wilkins Company, 428 East Preston Street, 
Baltimore 2, 1959. 


The proceedings of the 1958 World Congress of Gas- 
troenterology and the 59th Annual Meeting of the 
American Gastroenterological Association are re- 
corded in this two-volume work. The discussions 
are important for internists and gastroenterologists 
who see the need for a broad view of their specialty 
as it is practiced throughout the world; many facts 
and opinions are here presented that would be nearly 
inaccessible in any other form. 

The book is well indexed, an important feature for 
a book of this kind but one which is often sadly lack- 
ing. It is also well edited and well illustrated. A 
wide variety of subjects is covered in numerous 
interesting papers and discussions, and is well worth 
a good inspection. 


> THE MERCK INDEX OF CHEMICALS AND DRUGS. 
An Encyclopedia for Chemists, Pharmacists, Physicians, and 
Members of Allied Professions. Ed. 7. Cloth. Pp. 1641, with 
illustrations. Price $12.00. Merck & Company, Inc., Rahway, 
New Jersey, 1960. 


This reference work is so well known and widely 
‘accepted that its purpose needs no description. How- 
ever, it is of interest to note that the first edition was 
published in 1889, and that in seven editions it has 
expanded tremendously without going too far afield 
from its original intent: “Index of Fine Chemicals 
and Drugs for the Materia Medica and the Arts— 
Comprising a Summary of Whatever Chemical Prod- 
ucts Are To-day Adjudged As Being Useful In Either 
Medicine Or Technology.” 

Notable changes and additions in this seventh edi- 
tion are as follows: There is a new cross-index sec- 
tion, now separate from the regular text, with over 
30,000 entries of trade names, generic names, and 
systematic chemical names, each referring to the 
page in the regular text where a description can be 
found. The text itself includes nearly 10,000 descrip- 
tions of individual substances, with 3,300 structural 
formulas. A number of new appendices have been 
added, and the section of organic “name” reactions 
has been expanded to about 400 entries. The book 
itself is greatly enlarged and proportionately more 
complete in its coverage. 
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As in the past, the book is sold at cost to a wide 
range of professional users, among which are many 
osteopathic physicians. 


> LIPIDOSES. Diseases of the Intracellular Lipid Metabo- 
lism. By Siegfried J. Thannhauser, M.D., Ph.D., Hon. M.D., 
Universities of Freiburg, Munich, Dusseldorf; Clinical Pro- 
fessor of Medicine Emeritus, Tufts College Medical School, 
Boston; Consulting Physician, Pratt Diagnostic Hospital, New 

d Medical Center, Boston; Formerly Professor of Medi- 
cine and Chief of University Hospital, Freiburg. Ed. 3. Cloth. 
Pp. 600, with illustrations. Price $19.75. Grune and Stratton, 
381 Fourth Avenue, New York City 16, 1958. 


In light of the numerous advances in clinical and 
basic information, this specialized text on the lipi- 
doses has been revised for a third edition. The 
chapter on the chemistry of lipids has been extended, 
with the notation that pathologic states can only be 
understood through an understanding of the normal 
state. Additions are noted in the chapter on familial 
(essential) hypercholesteremic xanthomatosis, in- 
cluding cases of hyperlipemia and a discussion of the 
possible significance of atherogenesis. Other special- 
ized subjects are extended or amended as current 
research has warranted, making the book once again 
of current importance. 


>» CLINICAL MANAGEMENT OF BEHAVIOR DISOR- 
DERS IN CHILDREN. By Harry Bakwin, M.D., Professor 
of Clinical Pediatrics, New York University; Visiting Physi- 
cian, Bellevue Hospital; Attending Pediatrician, University 
Hospital; and Ruth Morris Bakwin, M.D., Associate Professor 
of Clinical Pediatrics, New York University; Visiting Physi- 
cian, Bellevue Hospital; Director Emeritus, Department of 
Pediatrics, New York Infirmary. Ed. 2. Cloth. Pp. 597. Price 
$11.00. W. B. Saunders Company, West Washington Square, 
Philadelphia 5, 1960. 


This new edition of a popular book is not much 
changed from the 1953 edition, except in appearance 
and somewhat in arrangement. Some additions have 
been made to include results of later studies, and 
that is about all. However, it is a good book, one of 
the best of its kind, and it will doubtless continue 
to be well received—even more in its updated form. 


> TREATMENT OF URINARY LITHIASIS. Compiled 
and edited by Arthur J. Butt, B.S., M.D., F.A.C.S. Baptist 
Hospital Research Foundation, Baptist Hospital, Pensacola, 
Florida. Cloth. Pp. 577 with illustrations. Price $21.00. Charles 
C Thomas, Publisher, 301-327 East Lawrence Avenue, Spring- 
field, Iinois, 1960. 


The thirty-two contributors have attempted to pre- 
sent in comprehensive yet easy to understand form 
the most accepted present-day methods for treatment 
of calculus disease and correction of their causative 
factors. Also, new and improved methods for medi- 
cal and surgical treatment are presented. 

With a brief history of the treatment of urinary 
lithiasis, the text goes on to cover the anatomy and 
surgical approach to the urinary tract as related to 
operation for calculus disease, the care of patients 
before and after operations, anesthesia in surgery 
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and surgical management of renal calculi, coagulum 
pyelolithotomy, surgical treatment of ureteral calculi, 
manipulative treatment of ureteral calculi, effect of 
drugs on ureteral innervation and their role in man- 
agement of ureteral stone, ureterovesical junction 
obstruction, urinary infection and calculus disease, 
and so on. 

Today many fields of medicine are involved in the 
modern treatment of lithiasis and it has become a 
subject of general medical interest. This comprehen- 
sive book should therefore be of value, not only to 
the urologist but to every practitioner of medicine. 


» DISEASES OF THE CHEST INCLUDING THE HEART. 
Edited by J. Arthur Myers, Ph.D., M.D., Professor of Internal 
Medicine and Public Health, Medical, Public Health and 
Graduate Schools of Medicine, University of Minnesota, Min- 
neapolis, Minnesota. Cloth. Pp. 1015, with illustrations. Price 
$34.50. Charles C Thomas, Publisher, 301-327 East Law- 
rence Avenue, Springfield, Illinois, 1959. 


Experience seems to be the keynote of this volume. 
Most of the thirty-four contributors have had long 
years of experience and actual practice and applica- 
tion of the subjects on which they have written. Of 
equal importance is the fact that today the chest 
specialist no longer does all the diagnostic and ther- 
apeutic work alone. Specialties have developed with- 
in specialties so diagnosis and treatment have be- 
come a matter of teamwork. Teams include internist, 
pediatrist, bronchoscopist, radiologist, bacteriologist, 
pathologist, anesthesiologist, and surgeons. Not all 
such persons are necessary in every case, but each 
must be available and called as indicated. 

This book is divided into two parts each contain- 
ing 24 chapters: diseases of the chest, and diseases 
of the cardiovascular system. The comprehensive 
reference list at the end of each chapter lends valu- 
able support for further study in each of the special- 
ties. The complete author and subject indexes make 
it a valuable reference book with material readily 
available to the busy specialist. 


® THE OFFICE ASSISTANT IN MEDICAL PRACTICE. 
By Portia M. Frederick, Instructor, Medical Office Assisting, 
Long Beach City College; and Carol Towner, Director of 
Special Services, Communications Division, American Medical 
Association. Ed. 2. Cloth. Pp. 407, with illustrations. Price 
$5.25. W. B. Saunders Company, West Washington Square, 
Philadelphia 5, 1960. 


Fortunate is the medical practitioner who early dis- 
covers how valuable an assistant can be. The capable 
assistant assumes much of the responsibility for 
maintaining a smoothly running office. She helps the 
doctor care for more patients within the limited of- 
fice hours of his busy schedule. Perhaps many doc- 
tors have a nurse who helps with medical duties and 
another girl who is trained in business and secretarial 
skills. However, the trend is to engage a girl who 
can perform both tasks. 

This improved second edition is designed as a text 
in centers where training programs for medical as- 
sistants are under way. However, inasmuch as the 
doctor is responsible for on-the-job training in his 
own office, he may find this text a powerful tool in 
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his own hands. Permeating the entire book is the 
thought of how to establish better patient relation- 
ships. The assistant is the front door to the doctor's 
practice—she can drive away old patients and dis- 
courage new ones from coming. Her job is that of 
assisting from making bookkeeping entries properly 
to carefully sterilizing expensive instruments. Two 
major sections are covered which equally affect pa- 
tient relationships: concentration on business and 
secretarial aspects and the medical aspects of office 
assisting. 

Doctors will appreciate greatly the “extras” they 
will get from their assistants if they thoroughly ac- 
quaint their assistants with what they expect of 
them, and this book can serve as an excellent guide. 


> THE CHILD WITH ABDOMINAL PAINS. By John 
Apley, M.D., F.R.C.P., Consultant Paediatrician, United Bris- 
tol Hospitals and Bath Clinical Area; Shaw Lecturer in Dis- 
eases of Children, Bristol University. Cloth. Pp. 86, with illus- 
trations. Price $3.00. Charles C Thomas, Publisher, 301-327 
East Lawrence Avenue, Springfield, Illinois, 1959. 


“We need the whole physician for the whole patient. 
Medicine must obliterate its physical and psycho- 
logical sub-divisions.” Sentences like this, having a 
familiar ring to members of this profession, appear at 
nearly every gap in the clinical presentations in this 
book. The author has achieved a rare admixture of 
concern for organic components and understanding 
of psychologic problems, compounded with that very 
elusive sense of respect for his patients as persons, 
which so often makes the difference between super- 
lative and mediocre doctor-patient rapport. The main 
part of the book is a clinical study of children with 
recurrent abdominal pain, relating all life factors to 
the clinical sign. The conclusion: 


Illness is an “aspect of living, not an isolated episode with a 
clear beginning or end” and the patient should be treated 
accordingly. Drugs may occasionally play some part in treat- 
ment, but drug therapy is at best incomplete. It was Osler 
who complained of students who came “asking not wisdom, 
but drugs to chum with”. Doctors who treat the symptom 
tend to give a prescription; doctors who treat the patient are 
more likely to offer guidance. 


® Ciba Foundation Tenth Anniversary Symposium on SIG- 
NIFICANT TRENDS IN MEDICAL RESEARCH. Editors 
for the Ciba Foundation: G. E. W. Wolstenholme, O.B.E.; 
Cecilia M. O’Connor, B.Sc.; and Maeve O’Connor, B.A. Cloth. 
Pp. 356, with illustrations. Price $9.50. Little, Brown and 
Company, 34 Beacon Street, Boston 6, 1960. 


The fiftieth major volume in the Ciba Foundation 
Symposia series concerns those developments in re- 
search within the last 10 years which the participants 
considered most significant for the next 10 years. 
Under the chairmanship of Sir Harold Himsworth, 
the speakers and their subjects were as follows: mo- 
lecular structure in relation to biology and medicine, 
by L. Pauling; fluorimetric studies on pyridine-nucle- 
otide enzyme complexes, by H. Theorell; chemical 
basis of virus multiplication, by G. Schramm; popu- 
lation dynamics of body cells, by Sir Macfarland 


Burnet; genetics and medicine, by J. Waldenstrém; 
ten years of general neurophysiology, by A. von Mur- 
alt; the nature and mechanism of action of hor- 
mones, by F. G. Young; metabolic problems involy- 
ing the pancreas, choline, insulin and glucagon, by 
C. H. Best; research in chronic pulmonary disease, 
by D. W. Richards; malignant transformation: its 
mechanisms and nature, by A. Haddow; research in 
clinical nutrition, by J. F. Brock; the quantitative 
approach to disease—exemplified by essential hyper- 
tension, by Sir George Pickering; and factors influ- 
encing the substance and dimension of medical 
research in the United States, by J. A. Shannon. 


Space does not permit an individual review of 
each speaker's remarks, but those interested in re- 
search will note that the topics are timely and the 
speakers are known for their competence in the 
fields which they discuss. As is always the practice 
in these volumes, discussions are included with each 
paper, which increases even more the value of the 
reading by providing a perspective of variant opin- 
ions in which to view the original contributions. 

This volume is one of more than usual interest, 
since its coverage is extensive rather than intensive 
and it includes something for every research-minded 
physician—which should be every physician. 


® CHRISTOPHER’S TEXTBOOK OF SURGERY. Edited 
by Loyal Davis, M.D., Chairman of the Department of Sur- 
gery, Northwestern University Medical School. Ed. 7. Cloth. 
Pp. 1551, with illustrations. Price $17.00. W. B. Saunders 
Company, West Washington Square, Philadelphia 5, 1960. 


Changes to be found in this new edition of a stand- 
ard student text are as follows: Chapters on infec- 
tions, the abdominal wall and peritoneum, surgery of 
peptic ulcer, the urinary tract, the male reproductive 
system, the foot, and on amputations have been 
completely rewritten by new authors. A new section 
entitled “Surgical Judgment” has been added. All 
other chapters have been revised as necessary to in- 
corporate the latest advances in each field. 


As in former editions, the contributors have been 
encouraged to write in an individual manner and not 
according to a prepared formula, with a special aim 
of creating interest enough that the student will be 
encouraged to undertake research on his own. It is 
recognized that surgery is an art, and that many 
phases of medical practice relate directly to the care 
of the surgical patient. Since the first course in sur- 
gery by no means equips the student to perform 
major operations (or even minor ones), a book like 
this only furnishes basic information and attempts 
to establish a sound basis for the complex judgments 
that must later become an everyday matter for the 
surgeon. 

There is no question that this book, with its sound 
philosophy and clear-eyed view of the present situ- 
ation in surgery, is due to serve as a worthy mentor 
for many medical students yet to come. 


ELIMINATES 
PSYCHOLOGICAL 
BARRIER 
PREPARED 
FORMULAS 
NEW MODILAC 


Looks like milk ... tastes like milk. Mothers 
will immediately recognize Modilac’s close 
approximation to fresh, fluid milk because 
of its unusual true milk flavor and color. 
The carbohydrate mixture is less sweet 
than traditional modifiers—one factor which 
accounts for that true milk flavor. 


Modilac does not simulate breast milk but 
it does provide nourishment comparable to 
that received by the infant who is success- 
fully breast fed. 


Modilac is modified to meet infant needs. 
The combined carbohydrates are absorbed 
throughout the digestive process, maintain- 
ing uniform blood sugar levels. Corn oil 
(which provides ample linoleic acid) re- 
places butterfat so intake of saturated fatty 
acids is reduced. Supplemented with vitamin 
C and other needed vitamins.* 


In normal (1:1) feeding dilution, Modilac 
provides 2.03% milk protein, constituting 
13% of the caloric value. Nutritionally, this 
coincides with authoritative recommenda- 
tions for infants on “artificial” formulas. 


BABIES ARE OUR BUSINESS ...OUR ONLY BUSINESS!° 


GERBER. BABY FOODS wicrican 


VITAMIN ANALYSIS 
per quart of normal dilution (1:1) for infants 
*For detailed nutritional analysis of Modilac, Vitamin A 3000 U.S.P. Units Thiamine 0.55 mg. 


write Professional Services Department, Gerber Vitamin D 600 U.S.P. Units Riboflavin 1.00 mg. 
Products Co., Fremont, Michigan. Vitamin C 45.00 mg. Vitamin Bg 0.70 mg. 


JOURNAL A.O.A., VOL, 60, OCT. 1960 


py 
v- 
Dy 
ts 
ve 
/MODILAC 
Merber 
A-75 


edema 


‘more doctors are prescribing— 
more patients are receiving the benefits of— 
more clinical evidence exists for— 


CHLOROTHIAZIDE 


than for any other diuretic-antihypertensive 


DIURIL is unique. There is no other brand of Supplied: 250-mg. and 500-mg. scored tablets DIURIL chlond 
chlorothiazide. thiazide in bottles of 100 and 1000. 
DIURIL is a trademark of Merck & Co., INC. 


Dosage: Edema—One or two 500-mg. tablets DIURIL once or Additional information is available to the physician on request. 


twice a day. Hypertension—One 250-mg. tablet DIURIL or one MERCK SHARP & DOHME 
500-mg. tablet DIURIL two to three times a day. Division of Merck & Co., INC., West Point, Pa 


HYPERTENSION. CONGESTIVE FAILURE PREMENSTRUAL TENSION EDEMA OF PREGNANCY CIRRHOSIS WITH ASCITES RENAL EDEMA 


ai & 
3 


ROMILAR CF will stop that cough by prompt, specific control of the cough reflex—without narcotic 
| hazards or complications. Relief begins within 15 to 30 minutes, lasts for as long as 6 hours. ROMILAR CF 
treats the entire cough and cold complex — nasal and bronchial congestion, allergic manifestations, 
fever, headache and myalgia, as well as cough. Romilar® Hydrobromide- brand of dextromethorphan hydrobromide. 


ROCHE LABORATORIES « Division of Hoffmann-La 


for maximum cough relief 


NON-NARCOTIC 


NO PRESCRIPTION REQUIRED. 
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New microphotographs 
illustrate unique action 


of 


snowy white — dry — static — free of messiness 


ALIVE 
in seminal fluid — 
spermatozoa viable 
and highly motile before 
reaching interface of 

= seminal fluid and 
IMMOLIN Matrix 


= IMMOBILIZED 

near the 

IMMOLIN Matrix — 

approachin 

IMMOLIN Matix 
immediately become 

immobilized and 
nonreproductive 


DEAD 
inside the 

IMMOLIN Matrix — 
spermatozoa dead and 
buried — killed within the 


distance they normally 
travel in one-quarter 
of a second 


Simple, effective conception control — 4m 
without an occlusive device 


1. Goldstein, L. Z.: Obst. & Gynec. 10:133 (Aug.) 1957. 


2. Finkelstein, R., and Goldberg, R. B.: Am. J. Obst. & Gynec. 
78:657 (Sept.) 1959. 

Active ingredi M lyoxyethyleneglycol 550 laurate 5%, 
Nonylph lyethoxyethanol 1%. 

IMMOLIN is a registered trade-mark of Julius Schmid, Inc. 


JULIUS SCHMID, INC. 
423 West 55th Street, New York 19, N. Y. 
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SUDDENLY 


momentary dizziness 


resulting from abnormal capillary fragility. Sudd 

dizzy spells, blurred vision, bizarre. feelings of pai 
nsitory weakness of arm or leg—all are typic 
mptoms.' it has been suggested that many ¢ 
these incidents (frequent in the middle years 
ell as in the elderly) might be due to minor cer 
hemorrhages. 


“Little strokes” avoidable? manycerebr 
ccidents may be avo'ded if adequate amounts | 
hesperidin and ascorbic acid are provided.* Hesper-C 
a combination of hesperidin complex and ascorb 
acid, promotes capillary resistance and repair; help 
reduce the damage from abnormal capillary fragility 


FHE CAPILLARY-PROTECTIVE FACTORS. 


vitat measure of the “little 


‘References: 1, Atvarez. W. C.: The New Physician 6:42, 195) 
Little Strokes, Hope through Research, Publication 66 
United States Department of Health, National 
Neurological Diseases and Blindness, 1959. 3, Gale, E. T., 

Thewtis, M. W.: Geriatrics 8:80, 1953. 4. Martin, G. ted. 
Hesperidin and Ascorbic Acid, New York, S, Karger, 195) 


THE NATIONAL DRUG COMPANY 
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relieves the total pain experience 


phenyramidol HCl 


a unique chemical molecule that is both a general non- 
narcotic analgesic and an effective muscle relaxant 
Where pain makes tension and tension makes pain, Analexin 
relieves the total pain experience. The analgesic potency is 
equivalent to codeine, yet Analexin is not a narcotic nor is it 
narcotic related. It has proven to give profound relief in a 
wide variety of painful conditions without producing seda- 
tion or euphoria. Analexin is not habituating.’* Tolerance 
or cumulative effects have not been noted. And “...in contrast 
to codeine and meperidine, the likelihood of untoward reac- 
tions ...is not-high.”” The infrequent occurrence of gastro- 
intestinal irritation of a mild, insignificant type or of pru- 
ritus has been noted, but these effects subside promptly and 
do not limit therapy.® 

“_.. excellent results ... in the treatment of dysmenorrhea, 
premenstrual tension headache, and postpartum pain.”*® 


postpartum pain premenstrual 
tension headache 
a excellent to good results 


moderate relief 
<< slight or no relief 


dysmenorrhea 


Analexin—£ach tablet contains 200 mg. phenyramidol HCl. For relief 
of pain. 

Analexin-AF—Each tablet contains 100 mg. phenyramidol HCl and 
300 mg. aluminum aspirin. For relief of pain complicated by inflamma- 


tion and/or fever. 


1. Gray, A. P., ef al.: Am. Chem. Soc. 87:4347, 1959. 2. O'Dell, T. B.: Ann. New York Acad. Sc. 86:191, 1960. 
3. O'Dell, T. B., et al.: J. Pharmacol. & Exper. Therap. 128:65, 1960. 4. O'Dell, T.B., et af.: Fed. Proc. 18:1694, 
1959. 5, Batterman, R. C., et a/.: Am. J. Med. Sc, 238:315, 1959. 6. Wainer, A. S.: Ann. New York Acad, 


IRWIN, NEISLER & CO. « Decatur, Illinois 


{ 
75% effectiv e 80% effective 74% effective ee 
Sc. 86:250, 1960. 
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timed-release tablets / suspension 


Each Tussagesic timed-release Tablet 
provides: 


DORMETHAN (brand of dextromethorphan HBr), 30 mg. 
ee - 180 mg. 


Dosage: Adults and children over 12 — one 
tablet in the morning, midafternoon and at 
bedtime. Each tablet should be swallowed 
whole to preserve the timed-release action. 


TRADEMARK 


Each tsp. (5 ml.) of Tussagesic Suspension 


provides: 

25 mg. 
DORMETHAN (brand of dextromethorphan HBr), . 15 mg. 
APAP (acetaminophen). . . 120 mg. 


Tussagesic Suspension is especially suited 
for children and for adults who prefer liquid 
medication; it is pleasantly flavored, non- 
narcotic and non-alcoholic. 


Dosage (to be taken every 3 or 4 hours): 
Adults and children over 12—1 or 2 tsp.; 
Children 6 to 12—1 tsp.; Children 1 to 6— 
% tsp.; Children under 1 — % tsp. 


SMITH-DORSEY - a division of The Wander Company « Lincoln, Nebraska 
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consider the person provides the care. 


She may not know that these home nursing aids are available 
... madrug departments everywhere. 


CHUXDisposableUnderpads CHIX Adult Cloth Diapers CHIX Cleaners 

Large and Extra Large. Facilitateman- Completeprotectionforbothambu- _ Soft, disposable,fabric tis- 

agement of fluids and fecal discharges _ latory and bedridden incontinents. sue. Used wet or dry as an 

while keeping bed linen clean and dry. ointment applicator, wipe, 
or perineal cleaner. 


PROFESSIONAL PRODUCTS DIVISION CHICOPEE MILLS,INC. 47 Worth Street, New York 13, N.Y, 


Company: © CM INC., "59 
Send for free folder “Helpful Home Nursing Hints” 
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-and a natural way to meet their special nutrition needs 
with low-calorie, satisfying Carnation Instant 


Unappetizing meals and simple fatigue from 
inadequate nourishment can discourage 
patients from staying with a weight-control diet. 
A fresh-flavor, delicious, and natural way to 
help assure their good nutritional status is the 
excellent new food — new Carnation Instant 
Nonfat Dry Milk mixed 25% over-strength. 
One-third cup extra crystals per liquid quart 


when mixing provides 25% more calcium, 
protein, and B-vitamins than ordinary nonfat 
milk. Because dieters can add this additional 
amount, they get needed nutrition — without 
excessive calories. The richer, more delicious 
flavor of nonfat milk mixed over-strength is a 
natural way to extra nutrition they will enjoy. 
Costs them only 12¢ a quart. 


3 AW 
\\ 
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ANOTHER QUALITY PRODUCT OF CARNATION COMPANY, LOS ANGELES 36, CALIFORNIA 
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OPAN retuces 


h A d fo h a Mn and, thereby, also aids 
patient comfort, recovery 
Major abdominal surgery increases the body’s need for pantothenic acid, 
according to available evidence. ILOPAN (dexpanthenol, W-T) provides 


pantothenic acid . . . to aid restoration of normal peristalsis . . . to prevent 
and relieve postoperative retention of flatus and feces, even paralytic ileus. 


In 42 postsurgical patients, ILOPAN was re- 
sponsible for a 50% reduction in enemas re- 
quired, and reduction or earlier withdrawal of 
catheters, Levin and Cantor tubes.1 In another 
130-case study, ILOPAN was found frequently 
useful in prevention of postoperative ileus and 
its treatment, with urinary retention greatly re- 
duced and catheterization requirements substantially diminished.2 


ILOPAN produces no hyperperistalsis or cramping — no side effects — and 
can be routinely administered intramuscularly by the nurse. For better re- 
coveries, for patient comfort, for lower patient care costs, consider ILOPAN. 


1, Kareha, L.G. et al, W.Jour.S.0.&G., 66:220, 1958 
2. Stone, M.L. et al, Amer.J.Surgery, 97:191, 1959 


Supplied: 1 ce and 2 cc Ampuls, 10 cc Vials Se 


THE WARREN-TEED PRODUCTS COMPANY ve 
COLUMBUS, OHIO. 
Portland 


Dallas Chattanooga Los Angeles 
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Diaphragm 
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Coat styles change—whether it's a blazer or a B-complex vita- 


min. Not long ago, for instance, “Vitamins by Abbott" were - 


dressed up with a new-style coating—Filmtab®. 


The most cbvious result was a marked reduction in tablet size— 
up to 30% in some products. The tablets themselves: were bril- 
liant in a variety of rainbow colors. They wouldn't chip or stick 
together in the bottle. All vitamin tastes and odors—gone. 


Such were the aesthetic gains. Behind these, a significant 
pharmaceutical advance: with Filmtab, deterioration is slowed 


Note the two tablets on the shelf above. Gaile old-style sugar-coated Dayalets-M®. Right, 
the same formula, but Fi/mtab-coated—poteneys assured, Dut Old-style bulk is cut 30%. 


ON COATS: 


STYLES CHANGE IN VITAMINS, TOO 


to an irreducible minimum, because the coating process is 
essentially a water-free procedure. 


Finally—most important—Filmtab guarantees that the content 
of each tablet matches the formula printed on the label. While 
the person taking the vitamins may not worry much about rigid 
stability, Abbott does. Assures it, through Filmtab. 

In short, Filmtab’s a name that stands for quality, stability, 


potency. The very best in vitamin coatings. Filmtab doesn't add 
a penriy to the cost. And it's a name found only on 


c) VITAMINS by ABBOTT 


©1960, ABBOTT LABORATORIES 
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ay 


@ RICH IN IRON, CALCIUM, VITAMINS—IMPORTANT FACTORS 
FOR THE GROWTH YEARS 


@ FILMTAB-COATED TO CUT SIZE AND ASSURE FULL POTENCY 
@ HANDSOME TABLE BOTTLES AT NO EXTRA COST (100-SIZE) 
@ ALSO SUPPLIED IN BOTTLES OF 250 AND 1000. 


NOW, DAYTEENS JOINS THE COMPLETE LINE - 
OF QUALITY VITAMINS BY ABBOTT: 


FiumTas FILMTAB FILMTAS 

DAYALETS® OPTILETS® SUR-BEX® with C 

Table bottles of 100 FILMTAS Table bottle of 60 

Bottles of 50 and 250 OPTILETS-M® Bottles of 100, 

, Table bottles of 500 and 1000 

FILM TAS 30 d 100 

DAYALETS-M® Settles of 1000 Therapeutic formula of 

Apothecary bottles the essential B-complex 

of 100 and 250 Therapeutic formulas plus C, for convalescence, 
‘ for more severe de- Stress, post-surgery, etc. 
Extra-potent maintenance ficiencies— illness. 

formulas—ideal for the infection, etc. 

nutritionally run-down 


FILM TAG—FILM-SEALED TAGLETS, 1960, ASBOTT LABORATORIES 0090338 


NEWEST 
NUTRITIONAL 
PRODUCT 
FROM ABBOTT 


To meet special nutritional needs of growing teenagers... 


TRADEMARK 


EACH DAYTEENS FILMTAB® REPRESENTS: 


Thiamine Mononitrate 2 mg. 
Pyridoxine 0.5 mg. 
Vitamin Bi2 (as cobalamin concentrate)....... 2 mcg. 
lodine (as calcium iodate)..................... 0.1 mg. 
Manganese (as sulfate)....................... 0.05 mg. 
Magnesium (as oxide)................0000000- 0.15 mg. 
Calcium (as phosphate)...................5... 250 mg. 
Phosphorus (as calcium phosphate)......... 193 mg. 


VITAMINS by ABBOTT 


ABBOTT 
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COLDS AND SINUSITIS— 


THE RIGHT AMOUNT OF “INNER SPACE” 


RIGHT AWAY 


LABORATORIES 
New York 18, N. Y. 


® 
(Brand of ph yl ph . a" hi ide) 


hydrochloride 


NASAL SOLUTIONS AND SPRAYS 
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Neo-Synephrine hydrochloride relieves the boggy 
feeling of colds immediately and safely, without 
causing systemic toxicity or chemical harm to nasal 
membranes. Turbinates shrink, sinus ostia open, 
ventilation and drainage resume, and mouth-breath- 
ing is no longer necessary. 


Gentle Neo-Synephrine shrinks nasal membranes 
for from two to three hours without stinging or 
harming delicate respiratory tissues. Post-thera- 
peutic turgescence is minimal. Neo-Synephrine does 
not lose its effectiveness with repeated applications 
nor does it cause central nervous stimulation, jitters, 
insomnia or tachycardia. 


Neo-Synephrine solutions and sprays produce shrink- 
age of tissue without interfering with ciliary activity 
or the protective mucous blanket. 


For wide latitude of effective and safe treatment, 
Neo-Synephrine hydrochloride is available in nasal 
sprays for adults and children; in solutions from 
4% to 1%; and in aromatic solution and water 
soluble jelly. 
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an antibiotic improvem 
designed to provide 


Pulvcules 


; (propiony! erythromycin ester lauryl sulfate, Lilly) 


in a more acid-stable form 
assure adequate absorption even when taken with food 


Tlosone retains 97.3 percent of its antibacterial activity after exposure to gastric 
juice (pH 1.1) for forty minutes.! This means there is more antibiotic available 
for absorption—greater therapeutic activity. Clinically, too, Ilosone has been 
shown2: to be decisively effective in a wide variety of bacterial infections—with 
a reassuring record of safety.‘ 


Usual dosage for adults and for children over fifty pounds is 250 mg. every six hours. 
Supplied in 125 and 250-mg. Pulvules and in suspension and drops. 


1. Stephens, V. C., et a/.: J. Am. Pharm. A. (Scient. Ed.), 48:620, 1959. 
2. Salitsky, S., et a/.: Antibiotics Annual, p. 893, 1959-1960. 

3. Reichelderfer, T. E.,-et a/.: Antibiotics Annual, p. 899, 1959-1960. 

4. Kuder, H. V.: Clin, Pharmacol. & Therap., in press. 


ELI LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 


greater therapeutic effectiveness\. 
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Conventions and 


meetings 


Academy of Applied Osteopathy, an- 
nual meeting, Miami Beach, Fla., Jan- 
uary 27. Secretary, Margaret W. Barnes, 
P. O. Bin 1050, Carmel, Calif. 


American College of Osteopathic In- 
ternists, Eastern study conference, War- 
wick Hotel, Philadelphia, March 10-12. 
Secretary, Glennard E. Lahrson, 400 
40th St., Oakland 9, Calif. 


American College of Osteopathic Ob- 
stetricians and Gynecologists and Ameri- 
can College of Osteopathic Pediatricians, 
annual meeting, Las Vegas, Nevada, 
February 6-9. A.C.O.0.G. Secretary, Ar- 
thur A. Speir, Box 66, Merrill, Mich. 
A.C.O.P. Secretary, Martyn E. Richard- 
son, 9553 Lackland Rd., St. Louis 14. 


American College of Osteopathic Sur- 
geons, annual meeting, Statler Hotel, 
Dallas, Texas, October 30 - November 3. 
Executive Secretary, Mrs. E. F. Martin, 
P.O. Box 488, Coral Gables, Fla. 


American Osteopathic Association, 
Sixty-Fifth Annual Convention, 
Carillon Hotel, Deauville Hotel, 
Miami Beach, Fla., January 23-26. 
Program Chairman, Ward E. Per- 
rin, Chicago Osteopathic Hospital, 
5250 S. Ellis Ave., Chicago 15. 


American Osteopathic College of Proc- 
tology, refresher course, March 20-21; 
annual clinical assembly, March 22-24, 
The Rice Hotel, Houston, Texas. Pro- 
gram Chairman, Horace A. Emery, 2901 
Ave. Q, Lubbock, Texas. Secretary, 
Eugene W. Egle, Lackland Clinic, 2335 
Brown Rd., St. Louis 14. 


Eastern States Osteopathic Society of 


Proctology, annual meeting, Hotel Belle- 
vue-Stratford, Philadelphia, November 5- 
6. Program Chairman, J. Irving Schwartz, 
5756 N. Fifth St., Philadelphia 20. Sec- 
retary, LeRoy W. Lovelidge, Jr., 201 E. 
Orange St., Lancaster, Pa. 


Georgia, annual meeting, Gardens 
Motel, Callaway Gardens, May 15-17. 
Secretary, Alfred R. Haight, 4731 
Memorial Dr., Decatur. 


Indiana, annual meeting, French Lick 
Sheraton Hotel, French Lick, May 19-22. 
Program Chairman, Lloyd H. Riley, 
Odon. Secretary, Arabelle Baker Wolf, 
4840 N. Michigan Rd., Indianapolis 8. 


Maine, midyear meeting, Hotel Elm- 
wood, Waterville, December 1-3. An- 
nual meeting, Hotel Samoset, Rockland, 
June 22-24. Executive Director, Mr. 
George R. Petty, Monmouth. 
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for inexpensive instrument disinfection. NO ANTI-RUST 
TABLETS TO ADD—a CONCENTRATE of low surface ten- 
sion—excellent penetrating qualities. 1 oz. mixed with 1 
gal. of water makes a GALLON of non-corrosive solution. 
TUBERCULOCIDAL WHEN DILUTED WITH ALCOHOL. 


combines and 
potency for hospital use. Protects deli- 
cate instruments and keen cutting 
edges during preoperative prepara- 
tion. Kills vegetative pathogens and 
spore formers within 5 min. — the 
spores themselves within 3 hrs. — 
TUBERCLE BACILLI WITHIN 5 MIN. 
Use full strength. 


where sporicidal potency is not essen- 
tial—a powerful instrument disinfect- 
ing solution for ward, doctor's office, 
dental clinic. No substitute for B-P 
GERMICIDE in the operating room— 
but destroys commonly encountered 
vegetative bacteria—is free from phe- 
nol (carbolic acid) —mercurials. Use 
full strength. 


CHLOROPHENY! 


BARD-PARKER COMPANY, INC, 
DANBURY. CONNECTICUT 


(GP) 


CHLOROPHENYL: HALIMIDE are trademark$ 


A DIVISION OF BECTON, DICKINSON AND COMPANY 


Ask your dealer 


sas City, Mo., 


101 Bowood Dr., 
tive Secretary, Mr. 
1212 Stuyvesant Ave., Trenton 8. 


annual meeting, Lowry tive Secretary, Mr. William S. Konold, 


innesota, 
Hotel, St. Paul, May 4-6. Secretary, E. 53 W. Third Ave., Columbus 1. 
R. Komarek, 301 Granite Exchange 
Bldg., St. Cloud. 


National Osteopathic Child Health Program Chairman, Emest T. Ross, 420 
Conference, Municipal Auditorium, Kan- Commerce Bldg., Okmulgee. Executive 
April 17-19. Executive Secretary, Mr. Walter L. Gray, 820 
Secretary, Stan J. Sulkowski, 409 Scarritt Braniff Bldg., Oklahoma City. 
Arcade, 819 Walnut St., Kansas City 6. 


Oklahoma, annual meeting, Biltmore 
Hotel, Oklahoma City, November 1-3. 


Pennsylvania, annual meeting, Shera- 


New Jersey, annual meeting, Tray- ton Hotel, Philadelphia, November 17- 
more Hotel, Atlantic City, March 10-12. 
Program Chairman, Joseph V. Huffnagle, walner, Jr., 379 Chestnut St., Pottstown. 
Haddonfield. Execu- Executive Secretary, Mr. Thomas M. 
R. P. Chapman, Fogarty, 1941 Market St., Harrisburg. 


19, Program Chairman, Charles Lichten- 


Tennessee, annual meeting, Hotel Pat- 


Ohio, refresher course, Hotel Cleve- ten, Chattanooga, April 30-May 3. Pro- 
land, Cleveland, October 22-23. Execu- 


gram Chairman, Martin R. Caldwell, 
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ATTACKS IN 3 WAYS 


1. Provides rapid and high This combination 
sulfa concentration in the urine. 
provides a 2-prong 


attack on the infection 


2. Provides adequate sulfa “aati 


blood levels in the infected effective low sulfa 
h 
tissue not reached by the high aes ig 


sulfa concentration in the urine. 


3. Provides fast symptomatic g.eayne (start brond of 


relief making the patient more 
comfortable. . 
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Soddy. Secretary, Paul Grayson Smith, 
Pikeville. 


Western States Osteopathic Society of 
Proctology, annual meeting, Statler-Hil- 
ton Hotel, Los Angeles, October 24-26. 
Program Chairman, Francis M. Neff, 
9800 Pacific Ave., Long Beach 6, Calif. 
Secretary, Marcus S. Gerlach, 2015 State 
St., Santa Barbara, Calif. 


West Virginia, mid-year meeting, 
Greenbrier Hotel, White Sulphur Springs, 
October 16-18. Program Chairman, Roy 
E. Eakle, Summerville. Executive Secre- 
tary, Mr. Gilbert D. Brooks, 313 Berman 
Bldg., Charleston 1. Two-day refresher 
course, October 17-18. Address Mr. 
Brooks. 


State and 
national boards 


Arizona Those interested in pro- 
fessional examinations should contact 
Russell Peterson, D.O., secretary, Osteo- 
pathic Board of Registration and Exami- 
nation in Medicine and Surgery, 2747 
E. McDowell Rd., Phoenix 22. 

Basic science examinations December 
20. Address Herman E. Bateman, Ph.D., 
State Board of Examiners in the Basic 
Sciences, University of Arizona, Tucson. 


Arkansas basic science examina- 
tions October 20-21. Address Mr. A. 
W. Ford, Commissioner, Department of 
Education, Little Rock. 


Colorado examinations in Decem- 
ber. Address Miss Mary M. McConnell, 
executive secretary, State Board of Medi- 
cal Examiners, 715 Republic Bldg., 
Denver 2. 

Basic science examinations December 
7-8. Applications must be filed by No- 
vember 23. Address Esther B. Starks, 
D.O., secretary, Basic Science Board, 
1459 Ogden St., Denver 18. 


Connecticut examinations Novem- 
ber 8-9. Address Frank Poglitsch, D.O., 
secretary, Osteopathic Examining Board, 
300 Main St., New Britain. 


Delaware examinations January 10. 
Address Joseph S$. McDaniel, M.D., sec- 
retary, State Board of Medical Exami- 
ners, Professional Bldg., Dover. 


District of Columbia examinations 
December 12-13. Address Mr. Paul 
Foley, deputy director, Department of 
Occupations and Professions, 1740 Mas- 
sachusetts Ave., N.W., Washington 6, 
D.C. 


Florida examinations in December. 
Address Thomas F. Sheffer, D.O., sec- 
retary, Board of Osteopathic Examiners, 
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vasodilator action than nitroglycerin . . . 


F.: Arch Internat. de pharmacodyn. 
Antibiotic Med. & Clin. Therapy, 3:322, 1956 


Metamine®’ Sustained* helps 
you dilate the coronaries 


METAMINE SUSTAINED (triethanolamine trinitrate biphosphate, 10 mg., in a unique 
sustained-release tablet) is a potent and exceptionally well tolerated coronary 
vasodilator. Pharmacological studies at McGill University demonstrated that 
METAMINE “exerts a more prolonged and as good, if not slightly better coronary 
**1 Work at the Pasteur Institute established 
that METAMINE exerts considerably less depressor effect than does nitroglycerin.? 
Virtually free from nitrate side effects (nausea, headache, hypotension), METAMINE 
SUSTAINED protects many patients refractory to other cardiac nitrates,? and, given 
b.i.d., is ideal medication for the patient with coronary insufficiency. Bottles of 
50 and 500 tablets. Also: METAMINE, METAMINE WITH BUTABARBITAL, METAMINE 
WITH BUTABARBITAL SUSTAINED, METAMINE SUSTAINED WITH RESERPINE. 


1. Melville, K. I., and Lu, F. C.: Canadian M.A.J., 65:11, 1951. 2. Bovet, D., and Nitti-Bovet, 
+ Agena 83:367, 1946. 3. Fuller, H. L., and Kassel, L. E.: 


Looming Cenc. New York 17, N.Y. 


in coronary insufficiency 


*Patent applied for 


Las Olas Hospital, 1516 E. Las Olas 
Blvd., Ft. Lauderdale. 


Hawaii For information on exami- 
nation dates write to Richard Y. Kodama, 
D.O., secretary, Board of Osteopathic 
Examiners, 826 Keeaumoku St., Hono- 
lulu 14. 


Idaho examinations November 10 
at Boise. Address Mrs. Nan K. Wood, 
director, Occupational License Bureau, 
Department of Law Enforcement, State 
House, Boise. 


Iowa basic science examinations 
January 10 at the Capitol Building, Des 
Moines. Address Elmer W. Hertel, 
Ph.D., secretary, Board of Basic Science 
Examiners, Wartburg College, Waverly. 


Kansas examinations during first 
2 weeks in January. Address Francis 


J. Nash, M.D., secretary, State Board of 
Healing Arts, New Brotherhood Bldg., 
Kansas City, Kans. 


entucky examinations in Decem- 
an Address Mrs. Ray Wunderlich, di- 
rector, Medical Licensure and Registra- 
tion, State Board of Health, 275 E. Main 
St., Frankfort. 


Maine examinations November 8-9 
at Augusta. Address George Frederick 
Noel, D.O., secretary, State Board of 
Osteopathic Examination and Registra- 
tion, 20 Monument Sq., Dover-Foxcroft. 


Massachusetts examinations Jan- 
uary 10. Address David W. Wallwork, 
M.D., secretary, Board of Registration 
in Medicine, Room 37, State House, 
Boston 33. 


Minnesota basic science examina- 
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In one recent study,! new Tral® 75 
mg. Gradumet® halted nighttime ul- 
cer pain in 38 of 43 patients who 
were refractory to the usual meas- 
ures. Through a “metering” process, 
Tral 75 mg. Gradumet gives your 
patient most of the medication when 
he needs it most—in the middle of 
the night. 

In the above study, 43 patients with 
refractory duodenal ulcer were given 
Tral 75 mg. Gradumet—one tablet— 
every 12 hours. Among the findings: 
38 patients—88%—were promptly re- 
lieved of nighttime ulcer pain. The 
other five eventually required surgery. 
Because nocturnal pain was a symp- 
tom in all these patients, its relief, the 
author felt, was especially noteworthy. 

In previous studies,?:* the author— 
employing a 48 hour intubation tech- 
nique—reported a marked reduction 
in both volume and acidity of noctur- 
nal gastric secretion in ulcer patients, 
following administration of Tral 75 
mg. Gradumet. 


New Form Tailored 

For Nighttime Use: 

In its new 75 mg. form, Tral Gradu- 
met actually “meters” its release so 
that the patient is receiving a meas- 
ured dose of Tral at each point dur- 
ing the sleeping interval. Maximum 
release is timed to coincide with the 
critical 2:00 to 4:00 a.m. peak period 
of nocturnal secretion and discom- 
fort. The unique Gradumet release 
principle is not dependent on pH, mo- 
tility, enzymatic activity or other var- 
iables. In fact, the release rate is so 
predictable that it can be expressed 
as an algebraic equation. 


TRAL 75 "* 
GRADUMET 


AND IN FUNCTIONAL BOWEL DIS- 


ORDERS, SPECIFY NEW FILMTAB® 


TRALCYON™ 


EACH FILMTAB OFFERS 25 mg. 
TRAL PLUS 300 mg. ECTYLUREA 


1. Kasich, A. M., Relief of Nocturnal Pain in Du- 
Ulcer, Am. J. Gastroenterol., 33:66, Jan- 
1960. '2. Mikes ich, A. M. and Fein, R. D., 
Hexoc clium Methosulfate in Active Duodenal UI- 
cer: Evaluation of a New Anticholinergic Drug in 
a on Gastric pH as studied’ in 48-hour 
Ana Am. J. Dis., 3:12, 1958. 
3. Kasich, A. M Hexocyclium Methosulfate, a 
New Anticholinergic Drug in Conventional ‘and 
angen Forms: Its Effect on Gastric Secre- 
tion, Schweiz. Ztschr. allig. Path., 21:354, 1958. 


®Tral Gradumet — in 
Long-Release Dose *, Abbott. *Patent applied 
for. tablets, Abbott. 


ASSURANCE IS YOURS EVERY TIME 
WHEN STERILIZING 


THE PEL-CLAVE WAY 


PEL-CLAVE, Model GN, has been engineered to give you 
the three-fold requisite of true sterilization: 


The Pel-Clave is like an extra pair of hands. Set it...and forget it. 
Automatic controls maintain the correct temperature and pressure. 
As for speed, your unit stands ready for instant use as long as the 


switch is on. 


And Pel-Clave is the only am 
double jacket, portable ‘jam 
Autoclave with a ther- 
mometer in the discharge 
line. Tells you at a glance 
when true sterilization 

has been reached. a 

Shouldn't you bethinking 
about a PEL-CLAVE in | 
your practice? It will save 


YOUR @ ime 
YOUR @RreEssureE 
YOUR @EMPERATURE 


PRESSURE 


Detailed literature available. 


CHARLOTTE 3, NORTH CAROLINA 
Fine Professional Equipment Since 1900 


tions January 3. Applications must be 
filed by December 10. Address Ray- 
mond N. Bieter, M.D., secretary, State 
Board of Examiners in the Basic 
Sciences, 105 Millard Hall, University 
of Minnesota, Minneapolis 14. 


Nebraska basic science examina- 
tions January 10-11. Address R. K. Kirk- 
man, director, Bureau of Examining 
Boards, Department of Health, State 
Capitol Bldg., Lincoln 9. 


Nevada examinations in January. 
Address John H. Pasek, D.O., secretary, 
Board of Osteopathic Examiners, 205-10 
First National Bank Bldg., Minden. 

Basic science examinations January 3. 
Address Dr. Kenneth C. Kemp, Ph.D., 
secretary, State Board of Examiners in 
the Basic Sciences, University of Ne- 
vada, Reno. 
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New Mexico examinations January 
15. Address L. D. Barbour, D.O., secre- 
tary, State Board of Osteopathic Exam- 
ination and Registration, Roswell Osteo- 
pathic Hospital, Roswell. 

Basic science examinations January 
15. Address Mrs. Marguerite Cantrell, 
secretary, Board of Examiners in the 
Basic Sciences, Box 1522, Santa Fe. 


New York examinations in Decem- 
ber. Address Dr. John W. Paige, chief, 
Bureau of Professional Examinations and 
Registrations, 23 S. Pearl St., Albany. 


North Dakota examinations in Jan- 
uary. Address, M. J. Hydeman, secretary, 
State Board ef Osteopathic Examiners, 
417% Broadway, Bismarck. 


Ohio examinations in December. 
Applications must be filed 2 weeks prior 


to examinations. Address H. M. Platter, 
M.D., secretary, State Medical Board, 
21 W. Broad St., Columbus 15. 


Oregon examinations in January, 
Address Mr. Howard I. Bobbitt, exea 
utive secretary, State Board of Medical 
Examiners, 609 Failing Bldg., Por. 
land 4. 


Pennsylvania examinations Jan- 
uary 25-26 in Room 200, Education 
Bldg.. Harrisburg. Applications must be 
filed 15 days prior to examinations. Ad- 
dress Mrs. Katherine M. Wollet, seore- 
tary, Bureau of Professional Licensing, 
501 Education Bldg., Harrisburg. 


Rhode Island examinations Jan- 
uary 5-6. Address Mr. Thomas B. Casey, 
Administrator of Professional Regulation, 
366 State Office Bldg., Providence. 

Basic science examinations November 
8. Address Mr. Casey. 


South Carolina examinations No- 
vember 15 at Columbia. Address Emest 
A. Johnson, D.O., secretary, State Board 
of Osteopathic Examiners, Box 525, 
Summerville. 


South Dakota examinations Jan- 
uary 17-18. Address Mr. John C. Foster, 
executive secretary, State Board of Medi- 
cal and Osteopathic Examiners, Room 
300, First National Bank Bldg., Sioux 
Falls. 

Basic science examinations first week 
in December. Applications must be filed 
2 weeks prior to examinations. Address 
Mr. Gregg M. Evans, Ph.D., secretary, 
Basic Science Board, 310 E. 15th St., 
Yankton. 


Tennessee basic science examina- 
tions given every 3 months. Address 
O. W. Hyman, M.D., secretary, Board 
of Basic Science Examiners, 62 S. Dun- 
lap, Memphis 3. 


Texas examinations December 1-3 
at the Hilton Hotel, Ft. Worth. Appli- 
cations must be filed 30 days prior to ex- 
aminations. Applications for reciprocity 
must be filed 60 days prior to the De- 
cember meeting date. Address Mrs. 
Carolyn H. Millard, assistant secretary, 
State Board of Medical Examiners, 1714 
Medical Arts Bldg., Ft. Worth 2. 


Utah examinations third week in 
January. Address Mr. Frank E. Lees, 
director, Registration Division, Depart- 
ment of Business Regulation, State Cap- 
itol, Salt Lake City 14. 


Vermont examinations in January. 
Address Charles D. Beale, secretary, 
State Board of Osteopathic Examination 
and Registration, Mead Bldg., Rutland. 

Virginia examinations in Decem- 
ber. Address K. D. Graves, M.D., sec- 
retary, State Board of Medical Exam- 
iners, 631 First St., S.W., Roanoke. 


Washington examinations in Jan- 
uary. Address Mr. Thomas A. Carter, 
secretary, Professional Division, Depart- 
ment of Licenses, Olympia. 

Basic Science examinations in January. 
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no constipation here 


Everyone—young or old—likes 
pleasant-tasting, marshmallow- 
flavored Agoral. Taken at bedtime, 
it works effectively and gently over- 
night to produce a normal bowel 
movement on arising next morning. 


agoral 


the gentle laxative 


MORRIS PLAINS, 


for the uncomfortable patient for the distraug 


ht patient for the overtired patient 


relaxing, restful sleep 


without barbiturates, bromides or narcotics 


sominex 


SOMINEX contains no barbitu- 
rates, bromides or narcotics. It is 
designed specifically as a bedtime 
sedative, and should not be used 
as a daytime tranquilizer. 

In SOMINEX, the safe sedative 
action of methapyrilene is 
enhanced by scopolamine and 
salicylamide. The total effect is 
one of safe sedation without 
hang-over or danger of habitu- 
ation. No prescription is required. 


THE SAFE SOMNIFACIENT 


Each SOMINEX tablet provides: 
Methapyrilene HCl, 25 mg.; sco- 
polamine aminoxide HBr, 0.25 
mg.; salicylamide, 200 mg. Dos- 
age: 2 tablets one-half hour be- 
fore retiring. Some patients will 
require only one tablet. Supplied: 
vials of 18 tablets. 


For a complimentary supply, 
please address your request to: 
Dept. SB, J. B. Williams, Inc., 
711 Fifth Avenue, New York, N.Y. 


Applications must be filed 15 days prior 
to examinations. Address Mr. Carter. 


Wisconsin examinations in January 
at Madison. Applications must be filed 
2 weeks prior to examinations. Address 
Thos. W. Tormey, Jr., M.D., secretary, 
State Board of Medical Examiners, Room 
28, 115 So. Pinckney St., Madison 2. 

Basic science examinations December 
10 at Marquette University Medical 
School, Milwaukee. Applications must 
be filed by December 1. Address Mr. 
W. H. Barber, secretary, State Board of 
Examiners in the Basic Sciences, 621 
Ransom St., Ripon. 


British Columbia examinations in 
January. Applications must be filed 90 
days prior to examinations. Address 
Lynn Gunn, M.D., registrar, Council of 
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College of Physicians and Surgeons, 
1807 W. 10th Ave., Vancouver 9. 


Saskatchewan basic science exam- 
inations in January. Address Anna 
Northup-Little, D.O., 2228 Albert St., 
Regina. 

Reregistration 
of osteopathic licenses 


November 1—Rhode Island, $5.00. 
Address Mr. Thomas B. Casey, Admin- 
istrator of Professional Regulation, 366 
State Office Bldg., Providence. 


December 1—District of Columbia, 
$4.00. Address Mr. Paul Foley, deputy 
director, Department of Occupations and 
Professions, 1740 Massachusetts Ave., 
N.W., Washington 6, D.C. 


December 1—Oregon, $20.00 regi 
dents; ‘$5.00 inactive non-residents, Ad. 
dress Mr. Howard I. Bobbitt, executive 
secretary, State Board of Medical Exams 
iners, 609 Failing Bldg., Portland 4, 


December 31—Alabama, $5.00. Ad. 
dress D. G. Gill, M.D., secretary, State 
Board of Medical Examiners, State Of. 
fice Bldg., Montgomery 4. 


December 31—Arizona, not more than 
$10.00. Address Russell Peterson, DO, 
treasurer, State Osteopathic Board of 
Registration and Examination in Medi. 
cine and Surgery, 2747 E. McDowell 
Rd., Phoenix 22. 


Prior to December 31—Georgia, $3.00, 
Address Mr. C. L. Clifton, joint secre- 
tary, State Examining Boards, 224 State 
Capitol, Atlanta. 


December 31—New Hampshire, $5.00 
biennially. Address Edward W. Colby, 
M.D., secretary, State Board of Regis- 
— in Medicine, State House, Con- 
cord. 


December 31—Tennessee, $5.00. Ad- 
dress M. E. Coy, D.O., treasurer, State 
Board of Examination and Registration 
for Osteopathic Physicians, 1226 High- 
land, Jackson. 


January—Alberta, no reregistration. 
Pay $75.00 a year membership in Col- 
lege of Physicians and Surgeons in Janu- 
ary. Address G. B. Taylor, acting regis- 
trar, Office of the Registrar, University of 
Alberta, Edmonton. 


January—Connecticut, $5.00. Address 
James T. Berry, D.O., treasurer, Osteo- 
pathic Examining Board, 410 Asylum 
St., Hartford 3. 


January—North Carolina, $5.00. Ad- 
dress Joseph H. Huff, D.O., treasurer, 
State Board of Osteopathic Examination 
and Registration, 330 W. Front St., Box 
1177, Burlington. 


January—Wisconsin, $3.00. Address 
Thomas W. Tormey, Jr., M.D., secre- 
tary, State Board of Medical Examiners, 
Room 28, 115 S. Pinckney St., Madi- 
son 2. 


January 1—California, set by the 
board, not to exceed $25.00. Address 
Glen D. Cayler, D.O., treasurer, Board of 
Osteopathic Examiners, 1013 Forum 
Bldg., Sacramento 14. 


January 1—Florida, $10.00. Address 
Thomas F. Sheffer, D.O., treasurer, 
Board of Osteopathic Medical Examiners, 
Las Olas Hospital, 1516 E. Las Olas 
Blvd., Ft. Lauderdale. 


January 1—Maine, $4.00. Address 
George Frederick Noel, D.O., treasurer, 
Board of Osteopathic Examination and 
Registration, 20 Monument Square, 
Dover-Foxcroft. 


January 1—Manitoba, $5.00. Address 
G. Murphy, D.O., Licensing Board of 
Osteopathic Physicians, 120 Sherburn 
St., Winnipeg. 


January 1—Minnesota, $2.00. Address 
Clifford F. Dartt, D.O., treasurer, State 


| | 


anorectal comfort 


To shorten total treatment time in 
hemorrhoids, proctitis and pruritus 


ani, start treatment with Anusol-HC 


(2 suppositories daily/3-6 days) — 
then maintain lasting comfort with 


regular Anusol (1 suppository morn- 


ing, evening and after each bowel 


movement). Neither Anusol nor 


Anusol-HC contains analgesics or 


narcotics, hence will not mask symp- 


toms of serious rectal pathology. 


Anusol |G 
hemorrhoidal suppositories ee 
and unguent 


dependable Anusol suppositories 
w/hydrocortisone 


‘ 


Free of barbiturate “hangover” after a night of deep, refreshing sleep... this is the promise of 
Noludar 300. One capsule at bedtime lulls your patient into undisturbed sleep for as long as 
6 or 8 hours... without risk of habituation, without toxicity or side effects. Try Noludar 300 
for your next patient with a sleep problem. One capsule at bedtime. Chances are he’ll tell you 


“I slept like a log” 


NOLUDAR 300 


brand of methyprylon 300-mg capsules 


ROCHE LABORATORIES Division of Hoffmann-La Roche Inc Nutley 10, New Jersey 


. 
pleasure 


stop her sinus headache 


Sinutab is the proven specific for 
resolving sinus or frontal headache. 
It promptly and safely aborts pain 
—rapidly decongests to relieve pres- 
sure—relaxes the patient with mild 
tranquilization. Verify it for yourself: 
prescribe Sinutab for your next sinus 
or frontal headache cases. You and 
your patients will be pleased. 


Sinutab 


resolves sinus headache 


MORRIS PLAINS, 


Board of Osteopathic Examiners, 318 
Bush St., Redwing. 


January 1—New York, $6.00, bien- 
nially. A physician receiving a license 
the second year of any biennial regis- 
tration period pays a fee of $3.00 for 
a certificate expiring December 31 of 
such second year. Address Dr. John W. 
Paige, chief, Bureau of Professional Ex- 
aminations and Registrations, 23 S. Pearl 
St., Albany 7. 


January 1—Ontario, $25.00. Address 
D. Gordon Campbell D.O., treasurer, 
Board of Directors of Osteopathy, 2 
Bloor St., E., Toronto 5. 


January 1—Pennsylvania, $10.00 bi- 
ennially. Address Mrs. Katherine M. 
Wollet, secretary, Bureau of Professional 
501 Education Bldg., Harris- 

Z. 


January 1—Saskatchewan, $30.00. Ad- 
dress Anna E. Northup-Little, D.O., 2228 
Albert St., Regina. 


January 1—South Dakota, $2.00. Ad- 
dress Mr. John C. Foster, executive sec- 
retary, Board of Medical and Osteopathic 
Examiners, Room 300, First National 
Bank Bldg., Sioux Falls. 


January 1—Texas, $5.00. Address 
Mrs. Carolyn H. Millard, assistant secre- 
tary, State Board of Medical Examiners, 
1714 Medical Arts Bldg., Ft. Worth 2. 


January 1—Utah, $3.00. Address 
Clarence E. Hyatt, D.O., treasurer, Os- 
teopathic Examining Board, 144 E. Fifth 
North St., Provo. 


Examination 
by National Board 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons, 
Inc. conducts Parts I and II of its ex- 
aminations on the first Thursday and 
Friday of each May and December at 
the six approved colleges. Application 
may be obtai from the secre- 
tary of the Board or the dean of the 
college, and the completed application 
blank, together with check for the part 
to be taken, must be in the secretary’s 
office by the November 1 or April 1 
preceding the examination. 
Examinations in Part I consist of anat- 
omy, including histology and embryol- 
ogy; physiology; physiological chemistry; 
general pathology; and bacteriology, in- 
cluding parasitology and immunology. 
Part II consists of examinations in sur- 
gery, including applied anatomy, surgical 
pathology, and surgical specialties; neu- 
rology and psychiatry; public health, in- 
cluding hygiene; medical jurisprudence; 
obstetrics and gynecology; pediatrics; os- 


teopathic principles, therapeutics, includ. 
ing pharmacology and materia medica, 

Part III is an oral and practical ex. 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate ex. 
aminers. Subjects covered in Part II] 
are: anatomy; physiology; pathology; os. 
teopathic principles, therapeutics and 
pharmacology; surgery; ophthalmology 
and otorhinolaryngology; obstetrics and 
gynecology; physical and clinical diagno- 
sis; public health and communicable 
diseases. 

These are oral examinations which the 
candidate may take after having satis- 
factorily completed the first six months 
of a 1 year internship in a hospital 
approved by the American Osteopathic 
Association for intern training. Part III 
is given annually. 

All candidates who are now serving an 
internship may file an application for 
Part III when 6 months of the internship 
have been completed. All others eligible 
for Part III whose internship of 1 year 
has been completed may file at any time. 
All applications must reach the office of 
the secretary not less than 30 days prior 
to the examination. 

All candidates are reminded that the 
examinations must be completed within a 
period of 7 years. Candidates who took 
Part I in 1954 must take Part III in 1961 
or forfeit the right to complete the 
examinations. 


Now...the only Nystatin 
combination with extra-active 


DECLOMYCIN® 


Demethyichlortetracycline 


Demethylchlortetracycline and Nystatin LEDERLE 
CAPSULES, 150 mg. DECLOMYCIN Demethylchlortetracycline HCl and 250,000 units Nystatin. 
DOSAGE: average adult, 1 capsule four times daily. 
LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York QED 
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no asthma symptoms 


Tedral helps asthma patients breathe 
normally — live actively —avoid the 
fear and embarrassment of disabling 
attacks. 1 or 2 tablets q.4h. provide 
up to 4 hours’ freedom from conges- 
tion and constriction of asthma. 


TEDRAL 


the dependable antiasthmatic 


MORRIS PLAINS, N.J. 


ta 
bat 


PREVENT 
-RE- INFECTION 
IN VAGINAL 
TRICHOMONIASIS 


PRIMARY 
SOURCE OF 


The role of the husband as a carrier and as a cause of re-infection in vaginal trichomoniasis 
is well documented.!-7 

“Until and unless immunization is possible, definite prophylactic measures such as the use 
of condoms, at least during the course of therapy in the female, have the same importance 
in the eradication of this disease as the elimination of endogenous extravaginal foci . 
infections.” 


ENLIST HIS RAMSES 


the prophylactic with “built-in” sensitivity 


Husbands readily cooperate when you recommend RAMSES prophylactics. The exquisite 
sensibility preserved by this tissue-thin, natural gum-rubber sheath of amazing strength and 
solid clinical reliability places RAMSES almost out of human awareness. Without imposi- 


$= <“"eetety tion or deprivation for the sake of cure, the routine use of 
RAMSES with “built-in” sensitivity is readily adopted— 
ONE DOZEN GENUINE TRANSPARENT even by the husband whose fear of sensation loss is a 


consideration. 
RAMSES is a registered trade-mark of Julius Schmid, Inc. 


= LJ aA References: 1. Baum, H. C.: M. Clin. North America 42:263 (Jan.) 1958. 
2s : 2. Decker, A.: New York J. Med. 57:2237 (July 1) 1957. 3. Giorlando, S. a 
-_ Brandt, M. L.: Am. J. Obst. & Gynec. 76:666 (Sept.) 1958. 4. Karna 
K. J.: South. M. J. 51:925 (July) 1958. 5. Maeder, E. C.: Journal-Lancet 79:3 
(Aug.) 1959. 6. McDonald, J. H.: M. Clin. North America 42:267 (Jan.) 1958. 


Rrllad 7. Riba, L. W.: Am. J. Obst. & Gynec. 73:174 (Jan.) 1957. 
RUBBER PROPHYLACTICS 


| J JULIUS SCHMID, INC. 423 west 55th street, New York 19, N. Y. 
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“(cA WHEN ULCEROGENIC 
FACTORS KEEP ON WORKING... 


_~—REMEMBER THIS: SO DOES ENARAX ~_ 


Think of your patient with peptic ulcer—or G.I. dysfunction—on a typical day. 
Think of the anxieties, the tensions. 

Think, too, of the night: the state of his stomach emptied of food. 
Disturbing? 

Then think of ENARAX. For ENARAX was formulated to help you control precisely 
this clinical picture. ENARAX provides oxyphencyclimine, the inherently long- 
acting anticholinergic (up to 9 hours of actual achlorhydria').. . . plus Atarax, 
the tranquilizer that doesn’t stimulate gastric secretion. 

Thus, with b.i.d. dosage, you provide continuous antisecretory/antispasmodic 
action and safely alleviate anxiety... with these results: ENARAX has been 
proved effective in 92% of G.I. patients.?-4 

When ulcerogenic factors seem to work against you, let ENARAX work for you. 


(10 MG. OXYPHENCYCLIMINE PLUS 25 MG. ATARAX®T) A SENTRY FOR THE G.I. TRACT 


dosage: Begin with one-half tablet b.i.d.—preferably in the morning and before retiring. Increase 
dosage to one tablet b.i.d. if necessary, and adjust maintenance dose according to therapeutic 
response. Use with caution in patients with prostatic hypertrophy and only with ophthalmological 
supervision in glaucoma. 

supplied: In bottles of 60 black-and-white scored tablets. Prescription only. 

References: 1. Steigmann, F., et al.: Am. J. Gastroenterol. 33:109 (Jan.) 1960. 2. Hock, C. W.: 
to be published. 3. Leming, B. H., Jr.: Clin. Med. 6:423 (Mar.) 1959. 4. Data in Roerig Medical 


Department Files. tbrand of hydroxyzine 
FOR HEMATOPOIETIC STIMULATION 
WHERE OCCULT BLEEDING IS PRESENT New York 17, N. Y. 
C) Division, Chas. Pfizer & Co., Inc. 
HEPTUNA® PLUS Science for the World’s Well-Being™ 
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how does Mellaril differ from other potent tranquilizers? 


THIORIDAZINE HCI 
specific, effective tranquilizer 


» >. 
A 
‘ed 
e pe 


provides highly effective tranquilization, 
relieves anxiety, tension, nervousness, 


but is virtually free of such toxic effects as 
jaundice 
Parkinsonism 
blood dyscrasia 
dermatitis 


: greater speciticity of tranquilizing 
action results in fewer side effects 


Virtual freedom of Mellaril 
from major toxic effects is 
due to greater specificity 
of tranquilizing action 
—divorced from such 
“diffuse” effects as anti- 
emetic action. 


“A new phenothiazine derivative, thioridazine [Mellaril*], was used to treat 71 
patients, most of whom were unduly agitated and disturbed due to hospital- 
ization for medical or surgical conditions....The response to treatment was 
considered satisfactory in 83.4 per cent of patients....ln agreement with the 
published results of other investigators, we believe that thioridazine shows a 
greater specificity of tranquilizing action and freedom from serious toxic | 
effects when compared with some of the other phenothiazines.”* 


Supply: MELLARIL Tablets, 10 mg., 25 mg., 50 mg., 100 mg. 


*David, N. A.; Logan, N. 0., and Porter, G. A.: Evaluation of Thioridazine (Mellaril), a New Phenothliazine, 
In The Hospitalized Patient, A, M, & C. T. 7:364 (June) 1960. SANDOZ 
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sustained-action hydroflumethiazide ‘Bristol’ 


as an antihypertensive: “a distinct advantage in the manifestations of hypertension”! 


.-.@ superior foundation drug for an antihypertensive regimen... often the 
only drug required...in other cases, enhances the effect of tranquilizers, 
sympathetic depressants, and ganglionic blockers. 


as a saluretic: ‘a marked advancement in the field of diuretic therapy’’? 
. +. prompt sodium excretion, with “a duration of at least 18 hours” on a single 
50-mg. tablet’. . . repetitively effective.’ 


INDICATIONS: Hypertension and hypertensive cardiovascular disease. Edema, associated with cardiac or 
renal insufficiency, hepatic cirrhosis, pregnancy, premenstrual syndrome, or steroid administration. 


DOSAGE: Usually 1 tablet daily. Full information in official package circular. 
SUPPLY: Scored 50-mg. tablets ; bottles of 50. Syrup, containing 50 mg. per 5-ml. teaspoonful ; bottles of 8 fl. oz, 


» REFERENCES: 1. Ford, R. V., and Nickell, J.: Ant. Med. & Clin. Ther. 6:461, 1959. 2. Fuchs, M., 
and Mallin, S. R.: Int. Rec. Med. 172:438, 1959. 3. Ford, R. V.: Int. Rec. Med. 172:434, 1959. 


BRISTOL LABORATORIES, SYRACUSE, NEW YORK 


Bristol 
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New from Upjohn... 
a base that 
approximates 
normal skin oils 


Veriderm, developed by 
Upjohn research, is a unique 
dermatologic medium; 

both qualitatively and 
quantitatively, it parallels 

the oily constituents found in 
normal human skin. 
Veriderm Medrol is designed 
specifically to enhance steroid 
dispersion and effectiveness. 
Less greasy than ointments, 
less drying than lotions, 
Veriderm Medrol corrects 
dry skin conditions associated 
with many dermatoses. 


PW 


I. Free Fatty Acids 
A. Unsaturated 


B. 


HUMAN 
SKIN LIPIDS 
(approximate) 


VERIDERM 


CONSTITUENT 


Saturated 


A. Triglyceryl esters 


Saponifiable Material 


of fatty acids 25% 


Other esters 
of fatty acids 


lll. Nonsaponifiable Material 
A. 


B. Free cholesterol 30 
C. 


i 


Hydrocarbons 
1. Saturated 8% 
2. Unsaturated, 


Higher mol. wt. 
alcohols 


(liquid and solid) 12% 4 


The outstanding effectiveness of Medrol, 
the active agent, elicits prompt and often 
dramatic response in neurodermatitis, 
contact dermatitis, anogenital pruritus, 
atopic dermatitis, seborrheic dermatitis. 


Available in four formulations: 
Veriderm Medrol Acetate 
0.25% — Each gram contains: 
Medrol (methylprednisolone) Acetate 

Methylparaben .........+ 
Butyl-p-hydroxybenzoate 3 mg. 


1%—Each gram contains: 
Medrol (methylprednisolone) Acetate 

Methylparaben 41mg. 


For secondarily infected dermatoses 
Veriderm Neo-Medrol Acetate 


0.25% — Each gram contains: 
Medrol (methylprednisolone) Acetate 


Neomycin Sulfate 

(equivalent to 3.5 mg. neomycin base) 
Methylparaben ....... bs 4g. 
Butyl-p-hydroxybenzoate 3 


1%—Each gram contains: 
Medrol (methylprednisolone) Acetate. 


Neomycin Sulfate 5 mg. 
(equivalent to 3.5 mg. ‘neomycin bese) 
Methylparaben 4g. 
Butyl-p-hydroxybenzoate 3 mg. 


“Trademark Trademark, Reg. U.S. Pat. Off. —methylprednisolone, Upjohn 


The Upjohn Company, Kalamazoo, Michigan 


in 5 Gm. tubes 


Medrol 


the corticosteroid that hits 
the disease, but spares the patient. 


‘ed 
10-15% 
100% 100% 


“All my convalescent patients get an extra lift with ‘Beminal’ Forte” 


improve nutrition- 
accelerate 
recovery with 


IBEMINAL 
FORTE 


Ayerst Laboratories - New York 16, N. Y. * Montreal, Canada 


A single capsule provides 250 


valescence, pre- and postopera- 
tively, and for patients on special 
diets to improve the 

and accelerate recovery. 


Supplied: No. 817 — Bottles of 100 
and 1,000 capsules. 


The dates of the 1961 Part III exam- 
inations will be announced in the No- 
vember issue of THE JouRNAL and the 
D.O. 

Eligibility requirements are as follows: 
Part I, satisfactory completion of the first 
2 quarters or trimesters of the sophomore 
year in an approved school of osteopathy; 
Part II, satisfactory completion of Part I 
and of the first two quarters or trimesters 
of the senior year in an approved osteo- 
pathic college; Part III, satisfactory com- 
pletion of Part II and at least 6 months 
of a l-year internship approved by the 
American Osteopathic Association. 

Applications must be filed with the 
secretary of the Board not less than 30 
days prior to the examination dates. 

Address all communications to Paul 
van B. Allen, D.O., secretary, 4425 N. 
Meridian St., Indianapolis 8. 
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Occupational health 
challenge to 


preventive medicine* 


Huntington. Williams, M.D., Dr.P.H.t 


It is a satisfaction to note that our 
American College of Preventive Medicine 
is now 5 years old. Our distinguished 


*Reprinted from Public Health Reports, June 
960. 


1960. 

+Dr. Williams, commissioner of health, Balti- 
more, Md., presented this paper before the 
American College of Preventive Medicine at the 
87th annual meeting of the American Public 
Health Association, Atlantic City, N.J., October 
22, 1959. 


roster of members includes a fair num. 
ber of top administrative physicians in 
State and local health departments and 
an occasional industrial hygienist who 
have played their part in providing health 
protection sos grag groups of employed 
persons whether in mine, f 

on a farm, or in an office. a 

But most of our members must feel 
that they are remote from any respon. 
sibility in this field of endeavor. And it 
is to them that I would prefer to address 
my chief emphasis in these remarks, 

Our college members who are not in- 
dustrial hygienists per se have a need 
to feel that they can and should play 
an important role in the occupational 
health needs of their own State or |o- 
cality. 

How well is this work being done in 
your areaP Is it getting enough in the 
budget? Is there enthusiasm for it at the 
top level? Would not its chief adminis- 
trator welcome some support and encour- 
agement from you? Remember that not 
many years ago very little was being 
done, and the successful programs of to- 
day began pretty much on a shoestring, 
Does this seem unexciting, or are you too 
busy with your own work? Is adult health 
protection less important than a school 
health program? What about air pollu- 
tion control, or radiological health pro- 
tection, or lead paint poisoning among 2- 
year-olds in the slums? You might be 
surprised to find that the man in charge 
would welcome some show of interest 
from you. You have a part to play if 
you are really interested in preventive 
medicine. 

Dr. James M. Mackintosh of London, 
writing on trends of opinion about public 
health in England during the first 50 
years of this century, said: “One broad 
feature which forms a background to the 
whole 50 years may be mentioned at this 
point; everyone says that prevention is 
better than cure, and hardly anyone acts 
as if he believes it, whether he is at- 
tached to Parliament, central or local 
government, or the commonalty of citi- 
zens. Palliatives nearly always take prece- 
dence over prevention, and our health 
services today are too heavily loaded with 
salvage. Treatment—the attempt to heal 
the sick—is more tangible, more exciting, 
and more immediately rewarding, than 


prevention.” 


Some 3 years ago, Sir Allen Daley, for- 
merly medical officer of health, London 
County Council, and I presented a paper 
on “Public Health Practice: An Ounce of 
Prevention Is Worth a Pound of Cure,” 
in which we quoted Dr. Mackintosh’s 
statement.’ We asserted then that “if the 
health department [and for the moment 
you are all included in the health depart- 
ment] does not pay prime attention to 
prevention and avoid spending too much 
of its energy on administering curative 
medical services, no other agency in gov- 
ernment will cultivate the great untilled 
fields of preventive medicine.” And we 
questioned whether the warning voiced 
by Dr. Mackintosh would be heeded. 

We then discussed in some detail four 
untilled or partially tilled fields of pre- 


2 mg. of vitamin C and massive 

Sa doses of B factors to meet the 

| need when requirement ae high 
a] and reserves are low. Prescri 

“Beminal? Forte during con- 
| 


yention: mental hygiene, industrial hy- 
giene, air pollution, and health educa- 
tion. Surely you will all agree that 
industrial hygiene or occupational health 
is a most important area of preventive 
medicine. Whatever your own major field 
of endeavor, you can play a part in im- 
proving the occupational health status of 

your community, if you will let yourself 
ne intrigued a bit about it. 

In many State health departments and 
in a number of the larger city health 
departments in the United States, a fair 
amount of inspection, abatement, and 
control service is done in protecting the 
health of industrial workers, but not 
nearly as much as could and should be 
done. As an example, in Baltimore, a 
city of about 986,000 persons, there is a 
lively program that has been built up 
over more than 30 years into a bureau 
of industrial hygiene and its specialized 
staff. This staff of 15 is made up of a 
highly qualified physician, Dr. R. R. 
Sayers, formerly in charge of all this 
work in the Public Health Service, 2 
chemical engineers and 2 civil engineers, 
2 expert laboratory chemists, 5 special 
inspectors, a public health nurse, and 2 
stenographers. 

The Baltimore City Health Department 
in the 1920’s was called on to investigate 
complaints and occasional known cases 
of occupational disease. In 1925, the city 
passed a strong gas appliance ordinance 
and placed responsibility for its enforce- 
ment with the health department. There 
had been too many deaths from faulty 
gas equipment and tubing. A State law 
later made it mandatory for physicians 
to report all cases of occupational disease 
to the local health department which, in 
turn, was directed to study and control 
such causes of death or illness and adopt 
regulations for their prevention. 

At first, plant management was skepti- 
cal of visits from the health department, 
but, little by little, confidence was estab- 


lished and real service was provided on | 


a consultation basis. Today one plant’s 
manager tells another to call for this 
highly qualified and protective guidance. 
The local medical profession has aided 
greatly in developing this spirit of team- 
work. Local industrial leaders of top 
rank in Baltimore now expect the city 
health department to concern itself with 
these matters. In fact, their Association 
of Commerce has established special 
health committees for self-policing and 
for cooperative health activities. The com- 
missioner of health and his staff serve 
on these committees in an ex officio 
capacity. 


TECHNICAL STUDIES 


In 1958, among 56 technical studies 
made of toxic materials used in Baltimore 
industries, 8 may be mentioned as char- 
acteristic. 


Foundry studies ¢ Dust studies 
were made in five nonferrous foundries. 
The dust counts ranged from 1.5 10° to 
19.7<10° particles per cubic foot of air. 
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TREATMENT KIT 


TA OUNCE 
For the Tre.tment of 
Sapeeficiel Skin Lesions 


Receptacle 


09d Directions 
Lae 


KAHLENBERG 
LABORATORIES 


Almost painless, No patient apprehension. 

No blood, no heat, no smoke, no infection. 

Exact control, general utility. Profitable. Kit 

is complete with easy directions. Write for 

literature or send us your order. One KIT is 
al enough for hundreds of cauterizations. 


KAHLENBERG LABORATORIES 
P.O. BOX 1660 


SARASOTA, FLORIDA 


The sand preparation and the shakeout 
operation areas were indicated as needing 
attention. Management was notified to 
supply approved respirators for employ- 
ees in dusty areas, to maintain and check 
the functioning of exhaust systems, and 
to minimize dust on floors traversed by 
mobile equipment. These suggestions 
were carried out. 


Mercury float bed ¢ Upon request, 
a “mercury float bed,” located at the 
ballistocardiographic laboratory of a large 
hospital, was investigated for possible 
emission of mercury vapor. The patients 
lie on an aluminum tray which floats on 
the mercury. The motion oi the tray, 
caused by blood flow and breathing, is 
measured, and electrocardiograms and 
phonograph records of the heartbeat are 
taken. Patients do not come in contact 


with the mercury, which has a silicone 
oil film to reduce vaporization. The study 
revealed the presence of mercury in the 
trap of a sink located in the room. The 
removal of a few cubic centimeters of 
mercury from the trap and additional 
— procedures corrected the condi- 


Radiation control ¢ Investigation 
of 45 radioisotope users revealed that the 
isotopes are used in the medical field for 
research, diagnosis, and treatment; in the 
industrial field for radiography and den- 
sity gauge measurements; and in the 
educational field for research. In gen- 
eral, all users were found to be handling 
the isotopes safely, except for an occa- 
sional deviation from Atomic Energy 
Commission requirements, chiefly in re- 
gard to the proper posting of “hot areas” 


: 
Bic. hloracetic A) 
Acid KAML 


...a substantial nutritional basis for normal daily activity in 
the normal patient. GEVRAL is an effective, once-a-day 
supplement for the entire family—13 vitamins, 11 minerals. 


Each capsule contains: Vitamin A 5,000 U.S.P. Units © Vita- 
min D 500 U.S.P. Units * Vitamin Bi with AUTRINIC® 
Intrinsic Factor Concentrate 1/15 U.S.P. Oral Unit ¢ Thi- 
amine Mononitrate (Bi) 5 mg. ¢ Riboflavin (Bz) 5 mg. 
¢ Niacinamide 15 mg. * Pyridoxine HCl (Be) 0.5 mg. 
* Ca Pantothenate 5 mg. ¢ Choline Bitartrate 50 mg. © 
Inositol 50 mg. * Ascorbic Acid (C) 50 mg. ¢ Vitamin E 
(as tocophery! acetates) 10 1. U. ¢ 1-Lysine Monohydro- 
chloride 25 mg. * Rutin 25 mg. * Ferrous Fumarate (Ele- 
mental iron, 10 mg.) 30.4 mg. ¢ lodine (as KI) 0.1 mg. 
¢ Calcium (as CaHPOs) 145 mg. * Phosphorus (as 
CaHPO;) 110 mg. ¢ Boron (as Na2BsO7.10H2O) 0.1 mg. 
* Copper (as CuO) 1 mg. ¢ Fluorine (as CaF2) 0.1 mg. 
* Manganese (as MnOz) I mg. * Magnesium (as MgO) 1 
mg. * Potassium (as KeSO.1) 5 mg. ¢ Zinc (as ZnO) 0.5 mg. 


VITAMIN-MINERAL 
SUPPLEMENT 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QQ 


CAPSULES 


a 
| good day 
| begins 
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“I wouldn’t be hooting 
all night if I were able 
to get my beak on some 


TRIAMINIC® 


to clear up my 
stuffed sinuses.” 


Your patient with sinus congestion doesn’t give a hoot about anything = 

but prompt relief. And TRIAMINIC has a pharmacologically balanced 2 A 

formula designed to give him just that. As soon as he swallows the 

...and for humans tablet, the medication is transported systemically to all nasal and 
. paranasal membranes — reaching inaccessible sinus cavities where 
with STUFFED-UP drops and sprays can never penetrate. TRIAMINIC thereby brings 
SINUSES more complete, more effective relief without hazards of topical ther- 


apy, such as ciliary inhibition, rebound congestion, and “nose drop 
addiction.” 


Indications: nasal and paranasal congestion, sinusitis, postnasal drip, 


upper respiratory allergy. 
Relief is prompt and prolonged Each Triaminic timed-release Tablet provides: 
because of this special timed-release action: 
Pyrilamine maleate ............. ...... 25 mg. 


Dosage: 1 tablet in the morning, midafternoon and at bedtime. 


fart oconee lope In postnasal drip, 1 tablet at bedtime is usually sufficient. 
minutes to produce Each timed-release Triaminic Juvelet® provides: 


¥% the formulation of the Triaminic Tablet. 
then— the core Dosage: 1 Juvelet in the morning, midafternoon and at bedtime. 


pe Each tsp. (5 ml.) of Triaminic Syrup provides: 


hours of relief . ¥% the formulation of the Triaminic Tablet. 
Dosage (to be administered every 3 or 4 hours): 
Adults —1 or 2 tsp.; Children 6 to 12—1 tsp.; 

Children 1 to 6 — % tsp.; Children under 1 — % tsp. 


TRIAMIN IC tastes, ond 


running noses and open stuffed noses orally 


SMITH-DORSEY - a division of The Wander Company + Lincoln, Nebraska 


: 
é. 
— 


Day” 


for the neuritis patient 
can be tomorrow 


“R Day”—when pain is relieved—can come early for patients 
with inflammatory (non-traumatic) neuritis if treatment 
with Protamide is started promptly after onset. 


Protamide is the therapy of choice for either early or delayed 
treatment, but early use assures greatest efficacy. 

For example, in a 4-year study* and a 26-month study” 

a combined total of 374 neuritis patients treated with Protamide 
during the first week of symptoms responded as follows: 


60% required only 1 or 2 daily injections for 


complete relief 


96% experienced excellent or good results with 5 or 


less injections 


Thus, the neuritis patient’s first visit—especially an early one— 
affords the opportunity to speed his personal “R Day.” 


Protamide is available at pharmacies and supply 
houses in boxes of ten 1.3 cc. ampuls. 
Intramuscularly only, one ampul daily. 


PROTAMIDE* 
Leboralories 


REFER 10 
PDR 


1. Lehrer, H. W., et al.: Northwest Med. 75:1249, 1955. 
2. Smith, Richard T.: New York Med. 8:16, 1952 


Detroit 11, Michigan 


or the keeping of records. These condi- 
tions were corrected. 

At the request of the Baltimore De- 
partment of Public Works, the health 
department began monthly monitoring of 
the radiation activity of the three city 
sources of water supply and the effluents 
of the two sewage disposal plants. Like 
the earlier air monitoring, these new 
checks are to establish baselines of in- 
formation. These services will be con- 
tinued. 


Shoe-fitting machines ¢ City Or- 
dinance No. 1518, approved June 25, 
1958, prohibits any person from main- 
taining or operating in Baltimore any 
fitting devices or machines which use 
fluoroscopic, X-ray, or radiation princi- 
ples, for the purpose of fitting shoes in 
connection with the sale of footwear. In- 
spection revealed that all shoe-fitting ma- 
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chines were removed, or 45 machines 
from 43 shoe stores, attaining complete 
compliance. 


Lead and silversmithing ¢ A sur- 
vey was conducted at two local silver- 
smithing plants after a lead hazard was 
discovered in the Massachusetts silver- 
smithing industry. Samples of dust from 
the sand-bobbing operation indicated no 
significant employee exposure to lead. 


Formaldehyde eye irritation ¢ 


Employees of two clothing stores com- 
plained of eye irritation. As in previous 
years, investigation showed that these 
irritations, which occur during warm 
weather, were caused by dust from cloth 
treated at the mills with a formaldehyde 
preparation in order to make the mate- 
rial wrinkle and shrink resistant. Instal- 


lation of exhaust ventilation removed the 
cause of the eye irritation. 


Court actions ¢ During the year, 
court action was instituted against the 
owner of a drycleaning establishment 
who failed to provide adequate controls 
to prevent industrial surface drainage, 
and against the owner of an automobile 
repair garage who failed to provide ade- 
quate exhaust ventilation. Corrections 
were made in both instances. 


Firefighters and carbon mon- 
oxide ¢ Firefighters became ill while 
battling a blaze at a chemical plant, and 
the bureau was requested to investigate 
since there was speculation that the fire 
created hazardous airborne chemicals. It 
was apparent that the fire started in an 
air-locked enclosure where paper bags 
and an inert ore, manganese dioxide, 
were stored. Combustion of the paper in 
the oxygen-starved air formed carbon 
monoxide. A sample of ore removed 
from the fire area showed that sufficient 
gas had been adsorbed by its surface 
to give a positive reaction for carbon 
monoxide. 


PLANNING FOR THE FUTURE 


Closely related to industrial hygiene 
and the prevention of the occupational 
diseases is the equally interesting and 
persistent present-day enge of air 
pollution. Health departments long ago 
concerned themselves with the disposal 
of solid wastes and, more recently, with 
liquid wastes. How long will the public 
be content to watch the health officer in 
an industrial area sit by and take no part 
in the control of the purity of the air the 
citizen must breathe? 

Let us look at a riverside industrial city 
that backed away from the problem of 
air pollution, or rather, did not approach 
it at all. A group of new industries moved 
into this community. For local, near- 
sighted, fiscal, and other reasons, the new 
plants were located directly to windward 
of the residential areas. The city officials 
soon knew and the whole city knew that 
they had not planned and built properly. 
Rather they had created for themselves 
the curative nad expensive task of air 
pollution control, a task that could and 
should have been prevented. This is an 
aspect of town planning which does not 
always receive the attention it deserves. 

Granted that these industrial controls 
constitute a difficult task; but what a 
challenge it is to preventive medicine 
and how rewarding you will find it if you 
let your interest increase and you become 
a part of it. 


The technical studies are described in de- 
tail in the 1958 annual report by Charles 
E. Couchman, director of the Baltimore 
Bureau of Industrial Hygiene. 


1. Williams, H., and Daley, A.: Public health 
practice: An ounce of prevention is worth a 
pound of cure. Baltimore Health News 33:41- 
60, June-July 1956. 
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Does better 
health pay?* 


Burton A. Weisbrod, Ph.D.+ 


Improved health is desirable. But so is 
improved housing, so are improved high- 
ways, flood control, recreation facilities, 
and so on, through an almost intermina- 
ble list of the things people wish to have. 
Unfortunately, we cannot have everything 
we want. We must decide which goods 
and services to forego as well as which 
to consume. We must economize—that 
is, we must get the most from our limited 
resources. While it is frequently asserted 
that health and life are moral issues, be- 
yond considerations of cost, it is clear 
that in our daily behavior we seldom 
treat them as such. We eat too much, 
sleep too little, work too hard, and drive 
too fast. We do so because there are 
many things we desire, and sometimes, in 
order to enjoy more of one, we must sac- 
rifice another. 

To make choices in a rational manner 
requires estimation of the relative impor- 
tance of the various alternatives. If re- 
ducing the incidence of disease is more 
important than building new highways to 
speed traffic, then, perhaps, a convincing 
case may be made for increasing health 
expenditures (and decreasing those on 
highways). With this general possibility 
in mind, increasing attention has come 
to be paid to estimating in money terms 
the real importance of good health—or, 
what is the same thing, estimating losses 
from poor health. (In this paper the 
terms, “losses from poor health” and 
“costs of poor health” will be used syn- 
onymously.) In many cases, estimates of 
losses from disease have involved ques- 
tionable, misleading, or, simply incorrect 
procedures, It is the objective of this 
paper to present and analyze examples of 
the shortcomings of some attempts to 
quantify losses attributable to poor health. 


WHOSE LOSS 


Studies of economic losses attributable 
to illness have seldom bothered to answer 
the question, “losses to whom?” Depend- 
ing on the answer, losses may vary great- 
ly. To illustrate: according to one recent 
study, the “total cost of tuberculosis” in- 
cludes compensation payments to “indi- 
viduals or to their relatives or dependents 
because of death or disability caused by 
tuberculosis.” Another study includes 
pensions to tuberculous veterans as a 


De ‘Weisbrod is assistant professor of econom- 
‘ics at Washington University in St. Louis, Mo. 
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cost, to the United States, of the dis- 
eased.* To be sure, such payments are 
“costs” to the givers, but to the entire so- 
ciety they merely represent transfers of 
money. As such, compensation payments 
any more than payment of an allowance 
by a father to his son is a cost to the 
are not costs to the society as a whole 
family, though it is a cost to the father. 

What is fundamentally involved here 
is the distinction between real costs and 
transfer payments. From the point of 
view of the entire society, real costs exist 
to the extent that resources (natural, cap- 
ital, human) are used up. Of course, we 
may measure the value of the resources 
used as X dollars; but while the dollars 
measure the cost, the real cost is the re- 
source which was used up. 


On the other hand, if person A merely 
makes a payment (be it called gift, sub- 
sidy, compensation, or transfer) to B, no 
resources are used up in the process. 
Thus, we see that costs, real costs, that is, 
and money expenditures are not synony- 
mous terms. There may be expenditures 
without real, or social, costs. And there 
may be social costs without 
This will be discussed below. 

Failure to recognize both of these pos- 
sibilities is a common source of error. 
Compensation payments are unilateral 
transfers of funds, and, as such, do not 
represent resources used. They do repre- 
sent the value of resources changing 
hands, but there are no fewer resources 
available to the society after the payment 
than there were before. Thus, the pay- 
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tension 
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ments (expenditures) do not represent 
real costs to society. 


COSTS WITHOUT EXPENDITURES 


Although it is apparent that all ex- 
penditures do not represent real costs for 
the society as a whole, it is less obvious 
that there may be costs even though 
there are no expenditures. Social costs 
not reflected by expenditures take a num- 
ber of forms. 


Direct Production Loss ¢ “Tuberculosis: 
Why Not Get Rid of It?” is the question 
raised in one study.” Statistical evidence 
was offered to demonstrate the good re- 
turn which would result were tuberculosis 
eradicated in the United States. But the 
case was weakened by the omission of 
the value of production lost because of 
morbidity and mortality caused by tuber- 
culosis. This loss is no less real nor less 
important than the losses which were re- 
flected by payments of money—care of 
the ill, casefinding, and medical research. 

Production lost as a result of disease is 
almost as difficult to measure as it is im- 
portant. In particular is this true for 
housewives’ production. While earnings 
of men may be reasonable estimates of 
the value of their contributions to out- 
put, there is no equally useful measure 
available of the value of household serv- 
ices performed by housewives. I have re- 
cently attempted, in a tentative manner, 
to place a value on household production 
by women at various ages.“ Another au- 


thor, Fein, recognized his failure to con- 
sider the matter, but explained the omis- 
sion on grounds of the difficulty involved.‘ 
' In rationalizing his exclusion of the 
value of housewives’ services, Fein points 
out that they are also excluded from our 
national income and product accounts. 
This is correct, though the reason for the 
exclusion is, again, the practical difficulty 
of measurement; at the conceptual level 
it is clear that household production 
should be counted as part of total nation- 
al production. 

Regardless of whether the production 
lost is owing to mortality of males or of 
females, there is further the question of 
whether the loss should be considered net 
of consumption, or as gross (total) pro- 
duction lost. There is no correct choice! 
Using gross production (earnings) lost 
has the practical advantages of requiring 
fewer computations and making unneces- 
sary the estimation of “consumption.” On 
the conceptual level, the issue is, namely, 
when we measure losses, whose losses are 
we concerned with? The production lost 
to the entire population (setting aside 
other forms of loss) when a person dies 
is the total of whatever he would have 
produced; the production lost to the sur- 
viving population, rather than the entire 
population, is the value of whatever he 
would have produced minus the value of 
what he would have consumed. It is this 
difference which is lost to the remainder 
of society. The latter approach would, 
of course, show a smaller loss than the 


former. If a good case can be made for 
increasing expenditures on control of a 
disease using net figures, then, a fortiori, 
a good case for increasing expenditures 
could be made if the gross production- 
loss figures were used. Fein* used the 
“gross loss” approach; the “net loss” ap- 
proach, in different forms, was used by 
Reynolds* and Weisbrod.* 


Indirect Losses ¢ Disease causes at least 
several other forms of real social losses 
which, because they are not reflected by 
money expenditures, are often over- 
looked. They are complex, and the ab- 
sence of money expenditures has made 
appraisal of their impact difficult. By no 
means does this imply that they are 
quantitatively insignificant. 

One is the indirect effect of sickness 
on the productivity of the healthy. Tem- 
porary absence from work (much of 
which results from illness) necessitates 
certain adjustments of the production 
process which make the total cost of ill- 
ness greater than the cost to the ailing 
specialization ivision 0! r, 
absence of one worker may drastically 
reduce the productivity of others. Fur- 
ther, uncertainty regarding the daily vol- 
ume of absences creates for many firms 
the necessity of employing extra, standby 
workers who, on days when the rate of 
absenteeism is low, will not be needed, 
and will contribute little to output. 

Another commonly overlooked form of 
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loss from disease is what we may term 
“avoidance costs.” Even were there no 
cases of some disease, it would not nec- 
essarily be a valid inference that the so- 
cial losses from that disease were zero. It 
might be that the incidence was being 
held down by the taking of costly steps 
to avoid it. 

Where environmental conditions con- 
tribute to a disease such as malaria, 
avoidance costs may go undetected. On 
the island of Sardinia, where malaria had 
been endemic until the recent mosquito- 
eradication program, many farmers ad- 
justed to the threat of malaria by living 
as much as an hours walk from their 
farms. The fertile farmlands were located 
near swampy, mosquito-breeding areas; 
the mosquitoes were not troublesome dur- 
ing the day, when the fields were being 
worked, but the mosquitoes rose at dusk, 
and so it was not healthful to live near 
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the fields. In this example, the avoidance 
cost attributable to malaria was the un- 
productive time and effort devoted to 
commuting.” 


Demographic Factors e Disease affects 
the size and composition of the popula- 
tion with respect to age, sex, and location 
through effects on mortality. Economic 
effects of a children’s disease may differ 
substantially from those of a disease 
which primarily affects persons of middle 
and old age. Such matters as the conse- 
quences for living standards of (a) varia- 
tion in proportion of the population in 
the labor force, and (b) change in the 
absolute size of the labor force (relative 
to the supply of land and capital re- 
sources) are relevant to a complete iden- 
tification of the social consequences of 


The difficulties of dealing with many of 
these factors are substantial. But, while 
one may be forgiven for not del 
deeply into the quantitative aspects of 
population change, avoidance costs, and 
absenteeism, he cannot be excused for 
failing to recognize their relevance in any 
estimate of the magnitude of social losses 


- from illness. 


An additional real cost component 
which ought not be overlooked, although 
we can do little more than mention it, is 
an affliction’s intangible, emotional effect 
on friends and family as well as on the 
patient himself. It is a mistake, however, 
to conclude, as a number of writers have, 
that these effects take the matter of de- 
termining the appropriate level of health 
expenditures out of the realm of economic 
analysis. It is easy to say: “We have the 
knowledge and the necessary resources 
for the control of disease. Obviously, we 
must put our knowledge to work.” We 
also have the knowledge and resources to 
eliminate malnutrition, to abolish slums, 
to greatly improve education—but we do 
not have the resources to do everything 
we like. Thus a choice becomes unavoid- 
able: we choose which things we will ac- 
complish (and which we will not). Call- 
ing health a moral issue does not alter 
this necessity of an economic choice. 


MEASURING DIRECT EXPENDITURES 


Even if one identifies those losses 
(costs) attributable to disease which do 
not involve direct expenditures of money, 
and even after it is clear what forms the 
real costs of illness may take, there re- 
main thorny tasks of measurement. Dis- 
cussing the cost of a mass x-ray program 
of disease detection, one study reported, 
in 1947, an estimated “. . . cost of 25 
cents a film for each person x-rayed . . .”” 
This figure appeared to represent the out- 
of-pocket (marginal) cost of x-raying a 
person, once the equipment and personnel 
were available. However, the large in- 
crease in the x-ray program proposed in 
the study would require considerable ad- 
ditional equipment and workers; hence, 
the cost of x-raying would include a por- 
tion of the cost of securing the necessary 
extra machinery and labor, as well as the 
cost of the film and its processing. If the 
25-cent figure did represent only the out- 
of-pocket cost of the film, its processing 
and handling, it seriously understated the 
extra costs which would be incurred were 
the tuberculosis eradication campaign 
with its 20 million x-rays per year, to be 
carried out. 


CONCLUSION 


In this paper I have attempted to cata- 
log factors to consider in discussions of 
losses from illness and costs of improving 
health. Three general points are stated. 

e Expenditures do not always represent 
real costs to society. 

e Even where there are no expendi- 
tures, there may be real costs to society. 

e Expanding health and medical facili- 
ties may frequently increase unit costs. 

To increase expenditures for public 
health may well be good business, but 
the economics employed in arguing the 
case can be strengthened. Sound eco- 
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nomic analysis will have a greater co- 
gency in the original statement, and the 
subsequent experience will be more likely 
to earn respect for the acumen of the 
health official, as predictions prove accu- 
rate. 
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September 1954, 
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is good business. Planning Pamphlet No. 62. 
Washington, D.C., 1948, (a) pp. 4-13; (b) 
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in public health. Ann Arbor, Mich., University 
Microfilms, 1958, (a) pp. 135-142; (b) pp. 
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Peeling house paint 
hazard to children* 


Evelyn E. Hartman, M.D., 
Wilford E. Park, M.D., 
and H. Godfrey Nelson, B.S.* 


The occurrence of lead poisoning among 
small children living in poorly main- 
tained homes in some centers of popu- 
lation in parts of the United States 
has been well established.** Studies on 
urinary lead levels in the absence of 
symptoms of lead poisoning have been 
mentioned less frequently in the litera- 
ture. This study was undertaken to de- 
termine whether or not abnormally high 
urinary lead levels might be .found 
among Minneapolis children even in the 
absence of lead poisoning symptoms. 
While no deaths from lead poisoning 
among small children have been reported 
to the Minneapolis Health Department 
for several years, and no diagnosed cases 
have been referred to the health depart- 
ment for followup, it was felt that there 
was enough uncertainty to warrant a 
study of urinary lead levels among small 
children attending well-child clinics. 


SCREENING IN CLINICS 


The children chosen for the study 
were those attending the well-child clinic 
at the Minneapolis Public Health Center, 
which is operated four times per week, 
with an average caseload of 17 per ses- 
sion. The clinic was chosen chiefly be- 
cause the participating children come 
from all parts of the city rather than 
from any one area. This clinic has an 


Keg from Public Health Reports, July 
960. 


tThe authors are all with the Minneapolis 
Health Department, where Dr. Hartman is di- 
rector of the bureau of maternal and child 
health, Dr. Park, chief of the occupational 
health service, and Mr. Nelson, public health 
chemist. 
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additional advantage in that it is in the through the use of a potty chair with a 


same building as the city public health 
laboratory. Financial eligibility standards 
restrict the families attending to those in 
the lower middle and low income brack- 
ets. Clinic service is available to children 
from birth until they enter school at 5 
years of age. 

Spot samples of urine were collected 
while the children were attending the 
well-child clinic. Very few urine samples 
were obtained from children under 2 
years of age. If the child was unable to 
void, no further attempt was made to 
obtain a sample until the child again 
visited the clinic in his regular appoint- 
ment schedule. Eliminated from the 
study were samples with an insufficient 
quantity of urine. 

The urine samples were obtained 


special laboratory tested leadfree vessel 
and were transferred immediately to a 
labeled, leadfree, Pyrex flask, with a 
large mouth and covered by an over- 
lapping rubber cap. Urine specimens 
were kept in a refrigerator until picked 
up by the chemist. 

Lead analyses were made in the Min- 
neapolis Public Health Laboratory by 
Godfrey Nelson, using the modified di- 
thizone method that has been used by 
the Minnesota Department of Health 
Laboratories since 1951. Preliminary 
work was done during the summer of 
1958 by this worker in familiarizing him 
self with the laboratory technique. The 
urine specimens were also tested for 
albumen and sugar and for evidence of 
phenylketonuria. The results of these 
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Following determination 
of basal secretion, 
intragastric pH was 
continuously determined 
by means of frequent 
readings over a 
two-hour period. 


pH 
50 4.9 4.9 4.9 
45 
4.0 
3.5 
Neutralization 
with standard 3.1 
3.0 aluminum hydroxide 
25 
2.0 
| 15 
j Minutes 20 40 60 80 


“ANTACID 


CREAMALIN 


New proof in vivo! of the much greater efficacy of new Creamalin 
tablets over standard aluminum hydroxide has now been ob- 
tained. Results of comparative tests on patients with peptic ulcer, 
measured by an intragastric pH electrode, show that newCreamalin 
neutralizes acid from 40 to 65 per cent faster than the standard 
preparation. This neutralization (pH 3.5 or above) is maintained 

for approximately one hour longer. 
| New Creamalin provides virtually the same effects as a liquid 

| 


antacid? with the convenience of a tablet. 

Nonconstipating and pleasant-tasting, new Creamalin antacid 
tablets will not produce ‘‘acid rebound” or alkalosis. 

Each new Creamalin antacid tablet contains 320 mg. of specially 
processed, highly reactive, short polymer dried aluminum hy- 
droxide gel (stabilized with hexitol) with 75 mg. of magnesium 
hydroxide. Minute particles of the powder offer a vastly increased 
surface area for quicker and more complete acid neutralization. 


Dosage: Gastric hyperacidity— from 2 to 4 tablets as necessary. Peptic 
ulcer or gastritis — from 2 to 4 tablets every two to four hours, Tablets may 
be ch d iT] d whole with water or milk, or allowed to dissolve 


in the mouth. How supplied: Bottles of 50, 100, 200 and 1000. 
Cm 1. Data in the files of the Department of Medical Research, Winthrop 
Laboratories. 2. Hinkel, E. T., Jr.; Fisher, M. P., and Tainter, M. L.: J. Am. 
LABORATORIES ¥ 


Pharm. A. (Scient. Ed.) 48:384, July, 1959. 


New York 18, Y. for peptic ulcer = gastritis agastric hyperacidity 
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THE FIRST MEDICATION FOR 


SIMULTANEOUS, OVER-ALL 


MANAGEMENT OF CHRONIC GOUT AND GOUTY ARTHRITIS 


NEW 


combines 3 superior agents in 1 tablet for more comprehensive treatment: 


FLEXIN® Zoxazolaminet, 100 mg.: the most potent 
uricosuric agent available 1-3—yet exhibits minimal side 
effects.4 Promotes maximum excretion of urates...facil- 
itates resorption of tophi and prevents formation of new 
deposits. Relieves chronic joint pain and helps restore 
mobility. 


COLCHICINE, 0.5 mg.: the time-tested specific for gout 
—most effective in preventing acute attacks.1.5.6 


TYLENOL Acetaminophen, 300 mg.: the effective 
nonirritating analgesic”? which relieves chronic aches 
and pains without interfering with uricosuric action.®.9 


Average Dose: One tablet three times a day after meals. 


Supplied: Scored, beige tablets, imprinted McNEIL, bottles of 50. 
Literature on method of administration and dosage is available upon 
request. 


References: 

(1) Boland, E. W.: World-Wide Abstracts 3:11, 
1960. (2) Talbott, J. H.: Arth. & Rheumat. 
2:182, 1959. (3) Burns, J. J.; Yi, T. F.; Berger, 
L., and Gutman, A. B.: Am. J. Med. 25:401, 
1958. (4) Kolodny, A. L.: J. Chron. Dis. 11:64, 
1960. (5) Beckman, H.: Pharmacology in Clin- 
ical Practice, Philadelphia, Saunders, 1952, 
pp. 515-516. (6) Talbott, J. H.: J. Bone & Joint 
Surg. 40-A:994, 1958. (7) Batterman, R. C., 
and Grossman, A.: J.A.M.A. 159:1619, 1955. 
(8) Connor, T. B.; Carey, T. N.; Davis, T., and 
Lovice, H.: J. Clin. Invest. 38:997, 1959. 
(9) Reed, E. B.: Unpublished data. 


TU.S. Patent No. 2,890,985 243a80 


| MecNEIL | McNEIL LABORATORIES, INC » PHILADELPHIA 32, PA. 
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1. Sphincter of 
Boyden 

2. Sphincter of Oddi 
in Spasm 


The primary function of the Cholan preparations is to induce hydrocholeretic 


BILIARY STASIS 
constipation — nausea — dyspepsia 
flatulence and eructation 


action. The active ingredient is the pure oxidized bile acid, dehydrocholic acid, 
Maltbie. The Cholans increase the volume of low viscosity bile flow to flush out 
the biliary tract. In addition, there is a suitable Cholan dosage form to provide 
symptomatic and physiologic relief of biliary stasis, spasm or emotional factors that 
cause or complicate digestive disturbance, hepato-biliary dysfunction, constipa- 
tion of biliary origin, cholecystitis, cholangitis, or postoperative treatment. 


Cholan DH® — hydrocholeretic 
action increases the flow and 
heightens the pressure of low 
viscosity bile for normal flush- 
ing of the biliary tract. In fact, 
Cholan DH will increase the 
volume of bile by 33% to 100%. 


Cholan V (hydrocholeretic- 
spasmolytic) — the volume and 
pressure of thin bile flow in 
the biliary tract is increased, 
and the V mg. of homatropine 
methylbromide relax the gall- 
bladder and biliary sphincters 
in severe and chronic spasm. 


Cholan HMB — a combination 
for the increased flow of thin 
bile, smooth muscle relaxation 
for the gallbladder and biliary 
sphincters, and mild sedation 
for patients with hepato-bili- 
ary dysfunction further com- 
plicated by emotional factors. 
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NORMAL BILIARY FUNCTION 


Cholan DH’ 
Cholan V 
Cholan HMB 


hydrocholeretic — spasmolytic 


With Cholan therapy, the distressing symptoms of constipation, nausea, 
dyspepsia, flatulence and eructation disappear. Normal digestive func- 
tion is quickly restored. 

Cholan DH®— dehydrocholic acid, Maltbie, 250 mg., a chemically pure oxidized bile 
acid. Dosage: 1 or 2 tablets t.i.d. after meals. Cholan V—dehydrocholic acid, Maltbie, 
250 mg., and 5 mg. homatropine methylbromide. Dosage: 1 or 2 tablets t.i.d. after 


meals. Cholan HMB —dehydrocholic acid, Maltbie, 250 mg., 2.6 mg. homatropine 
methylbromide, and 8 mg. phenobarbital. Dosage: 1 or 2 tablets t.i.d. after meals. 


Supplied: Bottles of 100, 500 and 1,000 tablets. 
For a trial supply write to Professional Service Department 


atte Maltbie Laboratories Division * Wallace & Tiernan Inc. Belleville 9, N. J. 
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‘ 
DISTRIBUTION 


YOUR 
PATIENTS 


ND 


BUSINESS | 


A SSOCIATES 
‘MONTH-TO-MONTH | 
CONTRACT 

BASIS” 


“Confidence” is a word of great importance in the healing 
arts, as every doctor well knows. Both the doctor's con- 
fidence in his own ability and the patient’s confidence in 
the doctor are essential to the physician’s effectiveness. 


One of the best tools for building confidence is under- 
standing. The patient who understands the training which 
his osteopathic doctor has received and who is familiar with 
the standards of practice and hospital care which the osteo- 
pathic profession maintains will have confidence in the 
health care which he receives. 


HEALTH magazine, published by the American 
Osteopathic Association, is an excellent vehicle for pro- 
viding this understanding. HEALTH is written for the 
layman and provides him with the information he seeks 
about disease, modern health care techniques and new 
scientific developments. 


HEALTH explains the essential facts about the osteo- 
pathic profession—its colleges, hospitals, specialties and 
research programs. HEALTH is a friendly, informative 
and accurate link between the osteopathic profession and 
the interested layman. 


Cost for each copy, including envelope, is 10c. 


Forward your list of recipients. 


AMERICAN OSTEOPATHIC ASSOCIATION 
212 EAST OHIO STREET 
CHICAGO 11, ILLINOIS 


‘HEALTH 
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Chloraseptic’ 


MOUTHWASH AND GARGLE 


Results of controlled studies* 
BACTERICIDAL. “Chloraseptic reduced the 


us hemo- 


lyticus count 40-70% in the first 24 hours . . . In 72 hours, 84% 


of the cases were negative . . . In a comparative study, Chloraseptic 
was found to be more effective than injectable penicillin (600,000 
units) administered every 24 hours.” 


ANESTHETIC. “Effective relief from soreness was obtained in less 
than 3 minutes and lasted 2-3 hours.” 


NON-TOXIC and NON-SENSITIZING. “Clinically there 


were no toxic effects.” 


%' 1. Novick, Joel M. and Sodhi, G. S., Chloraseptic: Evalua- 
tion as a Therapeutic Agent, Medical Annals of the District 
of Columbia, Vol. XXIX 
2. Blum, Bertram, Evaluation of an Anesthetic Mouthwash, 


to be published 


Free clinical samples available on request 


» No. 8, August 1960 


the chloraseptic company 
400 Victor Bldg., Washington 1, D. C. 


tests will not be reported in this paper. 
The study began on August 25, 1958, 
and was terminated on October 10, 1959. 

Between August 25, 1958, and April 
30, 1959, a total of 199 specimens of 
urine from children attending the well- 
child clinic were examined (table 1). 
Only one of these urine samples con- 
tained more than 0.08 mg. of lead per 
liter, which is considered the high point 
within-the normal range. This high uri- 
nary lead was found on April 22, 1959 
(tables 1 and 2). 

Between May 1 and October 10, 1959, 
when the study was discontinued, 194 
more urine samples were examined in 
the well-child screening program and 6 
more were found to have high lead con- 
tent. The high urinary lead cases found 
through the well-child clinic are cases 
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1, 2, 10, 11, 12, 15, and 16 in table 2. 
In these, the lead levels ranged from 
0.10 mg. to 17 mg. per liter. 

A home survey was made to deter- 
mine the source of lead in all seven of 
the high lead cases found among the 
well-child clinic children. In each case 
a search was made for the usual sources 
of lead within the home, such as evi- 
dence of paint chewed off toys and cribs, 
chipping wall and floor paint, lead water 
pipes, and burning of storage battery 
cases. In several instances samples of 
tapwater were analyzed and found to be 
free of lead. While inside maintenance 
and housekeeping frequently left much 
to be desired, no obvious sources of lead 
within the homes were found except in 
cases 15 and 16, Inquiry was made as 
to pica, and was admitted in cases 11, 


12, 15, and 16. The children in cases 
11, 15, and 16 ate dirt while playing 
outdoors. The child in case 12 had been 
eating plaster, but an analysis of the 
plaster revealed no lead. 


TABLE 1. FINDINGS OF LEAD ANALY. 
SIS OF URINE SPECIMENS FROM THE 
WELL-CHILD CLINIC OF THE MIN- 
NEAPOLIS PUBLIC HEALTH CENTER 
DURING THE PERIOD AUGUST 25, 
1958—OCTOBER 10, 1959, BY MONTH 


0.08 mg. More than Total 


Month per liter 0.08 mg. tested 
or less per liter 

1958 
August ....... 9 0 9 
September .... 21 0 21 
October ...... 14 0 14 
November 8 0 8 
December . 25 0 8 

1959 
January ...... 34 0 34 
February ..... 28 0 28 
33 0 33 
26 1 27 
33 1 34 
40 0 40 
38 3 41 
48 0 48 
September 23 2 25 
October ...... 6 0 6 
TO 386 7 393 


Followup on cases 15 and 16 showed 
the lead source to be lead dust brought 
home on the clothing of two men living 
in the multiple dwelling which housed 
the families of both children. Both men 
worked in the same storage battery man- 
ufacturing plant. One of the children 
played with the workshoes of one of the 
men. Paint cans were also found stored 
in the bathroom shared by both families. 
Analysis, however, showed the paint to 
be low in lead (0.6 percent). No loose 
paint was found on the multiple-dwell- 
ing house. 

In the other five cases with high lead 
levels, no source of lead was found in- 
side the homes. In each case, however, 
paint was peeling off the exterior of the 
houses. Upon questioning, it was found 
that the children usually played in areas 
immediately adjacent to the houses. 
There was no vegetation in these play 
areas, and particles of dried paint were 
mixed with the dirt. Analysis of this 
dried paint showed a lead content rang- 
ing from 12 to 42 percent, with an aver- 
age of 24 percent. 

Urine was not obtained from the pre- 
school sibling of case 1. In other cases, 
there were no siblings in the age range 
of 2 to 5 years. 


CHILDREN IN SELECTED HOMES 


Since the first two cases found in the 
clinic screening were believed to be re- 
lated to chipping outsidé house paint and 
since the housing section of the Minne- 
apolis Health Department was also in- 
terested in the health significance of 
chipping paint from the standpoint of 


- A non-toxicr alkaline solution (buffered to pH g.5) for oral and Je 
pharynset! conditions 
(NDICATIONS: 
| 1. pharyngitis and deeP throat infections 
y Throat dryness (smoker's cough, etc.) 
3. post-tonsillectony soreness 
4, Fungus infections such as moniliasis 
a : 5. peritonsillar abscess 
6. Aphthous ulcers and infectious stomatitis 
7. Acute oral infections 
if 
| 
\ 
| 
| 
| 
| | 
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concern 


for new mother 


A new baby in the family, whether the first or 
the fourth, makes it necessary for the whole 
family, particularly the mother, to adjust. For 
this, time is needed. 


Your postpartum patient looks to you for advice 
on the best way to plan ahead. 


Security —two ways 

She experiences special physical comfort when 
you prescribe either the regular RAMSES® Dia- 
phragm or the new RAMSES BENDEX,® an 
arc-ing type diaphragm. 


The regular RAMSES Diaphragm, suitable for 
most women, is made of pure gum rubber, with 
a dome that is unusually light and velvet smooth. 
The rim, encased in soft rubber, is flexible in all 
planes permitting complete freedom of motion. 


For those women who prefer or require an arc- 
ing type diaphragm, the new RAMSES 
BENDEX embodies all of the superior features 
of the conventional RAMSES Diaphragm, 
together with the very best hinge mechanism 
contained in any arc-ing diaphragm. It thus 
affords lateral flexibility to supply the proper 
degree of spring tension without discomfort. 


For added protection— 
RAMSES “10-Hour” Vaginal Jelly* 


To give your patient the full protection of the 
diaphragm and jelly method—at least 98 per 
cent effective-— RAMSES Jelly is uniquely suited 
for use with either type of RAMSES Diaphragm. 
It is not static, but flows freely over the dia- 
phragm rim to add lubrication and form a sperm- 
tight seal maintained for ten full hours. It is 
nonirritating and nontoxic. 

You can now prescribe a complete unit with 
either type of diaphragm. RAMSES “TUK-A- 
WAY”® Kit #701 contains the regular RAMSES 
Diaphragm with Introducer and a 3-ounce tube 
of RAMSES Jelly; the #703 Kit contains the 
RAMSES BENDEX Diaphragm and Jelly. 
Each in attractive zippered case. At all pre- 
scription pharmacies. 


Reference: 1. Tietze, C.: Proceedings, Third International 
Conference Planned Parenthood, 1953. 

RAMSES, BENDEX, and “‘TUK-A-WAY” are registered trade- 
marks of Julius Schmid, Inc. 

*Active agent, dodecaethyleneglycol monolaurate 5%, in a base 
of long-lasting barrier effectiveness. 


Julius Schmid, Inc. 
423 West 55th Street, New York 19, N. Y. 


® Diaphragm 
and Jelly 
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TO REDUCE INTESTINAL 


BELCHING BLOATING FLATULENCE 


A biochemical compound 
used to diminish intestinal 
gas in healthy persons 
and those patients pay 
digestive disorders 


Each Kanulase tablet contains Dorase? 
320 units,combined with pepsin, N.F., 
150 mg.; glutamic acid HCI, 200 mg.; 
pancreatin, N.F.,500mg.;oxbileextract, 
100 mg. Dosage: 1 or 2 tablets at meal- 
time. Supplied: Bottles of 50 tablets. 


POORSEY BRAND OF CELLULASE, EXPRESSED AS DIGESTIVE ACTIVITY UNITS. 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska 
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ir of dependable performance 


OXYTETRACYCLINE 


BRANI 


a reservo 


a fine record 


a reservowr of 


dependable performance— 
Terramycin® therapy 


today’s oral form of Terramycin 


Cosa-Terramycin’ 


OXYTETRACYCLINE WITH GLUCOSAMINE 


assuring broad 
antiliotic usefulness 
with excellent 
toleration and 


dependability 


Science 
for the world’s 
well-being™ 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 


IN BRIEF 


Cosa-Terramycin provides oxytetracycline (Terramycin®) with 
glucosamine for enhanced systemic absorption on oral admin- 
istration. The dependability of Cosa-Terramycin derives from 
the broad antimicrobial effectiveness, excellent toleration, and 
low order of toxicity of oxytetracycline as demonstrated clin- 
ically in the successful treatment of a wide variety of common 
and uncommon infections. Pharmacologically, it is character- 
ized by high tissue penetration, low serum binding, and rapidly 
attained high urinary concentration. 


INDICATIONS: Because oxytetracycline is effective against both 
gram-positive and gram-negative bacteria, rickettsiae, spiro- 
chetes, large viruses, and certain parasites (amebae, pinworms), 
Cosa-Terramycin is indicated in a great variety of infections due 
to susceptible organisms. These include infections of the respira- 
tory tract and related structures, and genitourinary, surgical, soft- 
tissue, ophthalmic, gastrointestinal, spirochetal and rickettsial 
infections, and many others. 


ADMINISTRATION AND DOSAGE: Optimal oral dosage varies with 
severity, response and susceptibility of the infection. Adults: 
1 Gm. of oxytetracycline daily is usually effective. In severe 
infections, a larger dosage (2-4 Gm. daily) may be indicated. 
Infants and children: 10-20 mg. of oxytetracycline per lb. of 
body weight daily is recommended. Daily dosage for children 
and adults should be given in divided doses four times daily. 
Duration of therapy in most cases should be at least 24 to 48 
hours after symptoms and fever have subsided. Certain dis- 
eases, such as amebiasis, pinworm infestation, etc., are treated 
in courses. 


For intramuscular therapy: Terramycin Intramuscular Solu- 
tion (200-300 mg. daily) should be adequate for most mild 
and moderately severe infections. In severe infections, 300-500 
mg. daily may be necessary. Dosage for infants and children 
is proportionately less than for adults. 


SIDE EFFECTS AND PRECAUTIONS: Antibiotics may allow over- 
growth of nonsusceptible organisms— particularly monilia and 
resistant staphylococci—thus necessitating close observation of 
patients. If monilial overgrowth or a resistant staphylococcal 
infection appears, discontinue medication and institute indi- 
cated supportive therapy and treatment with other appropriate 
antibiotics. Aluminum hydroxide gel has been shown to de- 
crease antibiotic absorption and is therefore contraindicated. 
Glossitis and allergic reactions are rare side effects. There are 
no known contraindications to glucosamine. 


SUPPLIED: Cosa-Terramycin Capsules, 125 mg. and 250 mg. 
Terramycin is also available in: Cosa-Terrabon® Oral Suspen- 
sion, a palatable preconstituted liquid containing 125 mg. per 
5 cc. teaspoonful, bottles of 2 oz. and 1 pint; Cosa-Terrabon® 
Pediatric Drops, a palatable preconstituted liquid containing 
5 mg. per drop (100 mg. per cc.), bottle of 10 cc. with cali- 
brated plastic dropper; and Terramycin Intramuscular Solu- 
tion, conveniently preconstituted, 100 mg. and 250 mg. in 2 cc. 
prescored glass ampules — packages of 5 and 100. In addition, a 
variety of other systemic and local dosage forms are available to 
meet specific therapeutic requirements. 


More detailed professional information available on request. 


economical 
maintenance therapy 
in atopic dermatoses 


Long-term use of topical steroids has 
real advantages in most eczematous 
diseases; but this means daily applications 
for many weeks and even months after 
visible signs of the disease have 
disappeared.? The 0.25% hydrocortisone 
topicals afford therapeutic effectiveness 
at a fraction of the cost.? 


1.) Suen R. B.: Report To The Council ; 

Steroid ahs In Skin Disorders, J.A.M.A. 

370: 1311-1315 (July 11) 1959. 2.) Goodman, 

of Topical Medications Dis- 

d in Eva Vehicles with Particular 

eference to Co Alcohol, Clin. Med. 
6:781-784 (May) 1 


We, World Leader in Dermatologicals 
DOME CHEMICALS INC. « 
New York / Los Angeles 
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CORT-DOME® 
_ (pH 4.6) 
0.25% micronized i 
alcohol in the exclusive aAcip 
MANTLE® vehicle. 


NEO-CORT-DOME 


(pH 4.6) 
0.25% micronized hydrocortisone 
alcohol plus 5.0 mg./Gm. of neo- 
mycin sulfate in the exclusive ACID 
MANTLE vehicle, 


MANTLE vehicle 


CORT-QUIN™ 
(pH 4.5) 
0.25% micronized hydrocortisone 
alcohol plus 1.0% diiodohydroxy- 
quinoline in the exclusive ACID 
MANTLE vehicle, 


COR -TAR -QUIN™ 
(pH 5.0) 
0.25% micronized. hydrocortisone 
alcohol plus 1.0% diiodohydroxy- 
a and 2.0% liquor carbonis 
etergens in the exclusive ACID 
MANTLE vehicle. ; 


exclusive ACID MANTLE vehicle 


tdins the normal protective acidi 
of the skin...and facilitates healing. 


Available as CREMES in 1 oz. 
tubes, 4 oz. and 1 Ib. jars; and 
as LOTIONS in 4 fl. oz. bottles. 


These preparations are also 
available with hi 
cortisone concentrations. 
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HYDROCORTISONE CARBO-CORT™ 1 
TOPICALS (pH4.6) 
0.25% micronized hydrocortisone —_— 
alcohol plus 3.0% liquor carbonis 
: exclusive ACID Py: 
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The physician listens to a tense, nervous patient The pablont takes one Secncananane capsule é 
discuss her emotional problems. To help her, he breakfast. She has been suffering from recurring 
prescribes Meprospan® (400 mg.), the only con- states of anxiety which have no organic etiology, 
tinuous-release form of meprobamate. 


She stays calm while on Mepibieni, even under She takes another capsule of Meprospan-400 with 


the pressure of busy, crowded supermarket shop- her evening meal. She has enjoyed sustained 
ping. And she is not likely to experience any tranquilization all day —and has had no between- 
autonomic side reactions, sleepiness or other dose letdowns. Now she can enjoy sustained 
discomfort. tranquilization all through the night. 


attentive ...she is able to listen she rests, undisturbed by 
carefully to P.T.A. proposals. For Meprospan nervousness or tension. (Samples and literature 
does not affect either her mental or her physical on Meprospan available from Wallace Labora- 


efficiency. tories, Cranbury, N. J.) 


(CME.2063 


TABLE 2, FINDINGS OF INITIAL AND FINAL ANALYSES OF URINE IN CASES WITH HIGH URINARY LEAD, MINNEAPOLIS 


Urinary lead levels 


Final examination * 


Case No. 
Urine Hb. 
Date Mg./liter Date Mg./liter Date lead gm./100 Symptoms and medical 
mg./liter ce. findings 
ere. 4/22/59 0.17 5/4/59 0.18 10/28/59 0.04 12.0 None. 
5/13/59 14 6/22/59 14 7/8/59 None. 
7/1/59 21 8/10/59 12 
7/1/59 13 =8/10/59 .09 
7/1/59 18 8/10/59 07 
7/6/59 .09 8/10/59 12.0 None. 
7/6/59 12 
FRA 7/13/59 Al 8/10/59 .20 10/22/59 .06 12.0 None. 
ite 7/13/59 16 8/10/59 .08 10/22/59 .04 11.5 Poor appetite, vomiting, pica, 
earache, red drum. 
ek ae 7/14/59 14 8/10/59 .08 10/22/59 .04 13.5 None. 
Ra 7/15/59 10 9/4/59 10 10/22/59 Al 12.0 Pica. 
petal 7/22/59 16 8/11/59 17 10/1/59 .06 9.0 Pica, dietary deficiencies (hos- 
pitalized 
8/10/59 30 .28 10/29/59 .03 12.5 None. 
8/28/59 10/22/59 .09 13.0 None. 
9/11/59 12 9/21/59 .07. 10/22/59 07 12.0 Pica. 
9/21/59 10/22/59 05 


4In the final examination, none of the specimens showed stipple cells. 


housing maintenance, the study was ex- 
panded to include samples of urine ob- 
tained from small children who were 
known to be living in houses with ex- 
terior paint obviously peeling. 

About July 1, 1959, a search began 
for such houses. Some were brought to 
our attention by the housing section. 
Others were spotted by Dr. Park while 


driving around the city on other health 
department business. When a house with 
badly peeling paint was surrounded by 
well-trodden ground close by, the occu- 
pants were asked whether or not the res- 
idents included children between the 
ages of 1% and 5 years. If there were 
children of these ages, the visitor identi- 
fied himself and the purpose of the study 


11.0 Pica. 


was explained. The mother was told that 
the health department wanted to deter- 
mine whether or not the falling paint 
was creating a health hazard. Spot urine 
samples in leadfree flasks were obtained 
from the small children, and a sample of 
the falling paint was collected for lead 
analysis. At the same visit, the parent 
was urged to keep the children from 
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a reliable 
office test 
for thyroid 
dysfunction 


‘The importance of the relationship between activity 
of the thyroid gland and the duration of the Achilles 
tendon reflex response is supported by an increasing 
number of clinical studies. * 

Burdick’s new FM-1 PhotoMotoGraph now pro- 
vides a simplified method for recording this reflex 
action. The FM-1 utilizes a photoelectric technic 
to measure displacement of the foot. A standard 
electrocardiograph, preferably one that will record 
at a 50 mm per second paper speed to facilitate 
measurement, gives a permanent tracing of foot 
movement. 

As a diagnostic record for future reference, the 
Achilles tendon reflex test is valuable. In this 
respect it should be as much a part of the complete 
physical examination as the electrocardiogram. 
See the FM-1 in action! Your local Burdick dealer 
will be happy to demonstrate it at your convenience. 


the Achilles 
tendon reflex 


*Abstracts furnished on request. 


THE BURDICK CORPORATION 
MILTON, WISCONSIN 
Bronch Offices: New York, Chicago, Atlanta, Los Angeles 
Dealers in all principal cities 


putting the chipped paint in their 
mouths. 

In the study of 14 homes with badly 
chipped or peeling paint on the exterior 
where there was evidence that the chil- 
dren played close to the house, analysis 
of the various paints showed a high lead 
content, usually between 15 and 30 per- 
cent. Urine was obtained and analyzed 
from 24 of the young children living in 
these homes. Of the 24 children, 9 were 
found to have abnormally high lead 
levels in their urine samples (table 3). 
In only one house was more than one 
child found with high urinary lead con- 
tent. In this home, three children aged 
2, 3, and 4 years had lead in the urine 
measuring 0.18, 0.13, and 0.21 mg. per 
liter, respectively. These cases are 5, 4, 
and 3 in table 2. In none of the houses 
where a child was found to have high 
urinary lead were sources of lead ob- 
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served other than the peeling exterior 
house paint. In this part of the study, 
only case 9 had a history of pica, ac- 
cording to the parents. 


TABLE 3. FINDINGS OF LEAD ANALY- 
SIS OF URINE SPECIMENS FROM 
CHILDREN LIVING IN SELECTED 
HOUSES WITH PEELING PAINT IN 
MINNEAPOLIS, BY MONTH, 1959 


Urine specimens 


Number Number Number 
(1959) of with lead withlead Total 
Month houses 0.08 mg./ morethan num- 
literor 0.08mg./ ber 
less liter tested 


July ll 12 7 19 
August 2 1 2 
September 1 2 0 

Total 14 15 9 


FINDINGS FROM POORLY 
MAINTAINED HOMES 


By combining the 5 cases of high uri. 
nary lead related to peeling exterior 
house paint, found through the well-child 
clinics, with those found in selected 
homes, a total of 14 children with high 
urinary lead levels was obtained. These 
were found among small children living 
in 19 homes with badly peeling paint 
wherein no other source of lead was 
found. The urinary lead levels in these 
14 cases ranged from 0.09 to 0.30 mg, 
per liter (table 2, patients 1 through 14), 

Twelve of the fourteen children pro- 
vided urine specimens again about a 
month later. At this time the lead levels 
in the urine of five of the children were 
essentially the same as before, two had 
significantly higher urinary lead than 
previously, two had lower, and in three 
children, the urinary lead had fallen to 
normal level. 

Three of the children (cases 3, 4, and 
5) whose second urinary lead tests were 
either normal or distinctly lower than 
formerly, lived in the one house which 
was painted during the study. The paint- 
ing was done at about the time the first 
urine specimens were obtained and fur- 
ther falling of paint thereby prevented. 


FOLLOWUP 


During the month of October 1959, an 
attempt was made to give a final check 
to each of the 16 children who had high 
urinary lead levels. One child, case 12, 
with a hemoglobin of 9 grams had pre- 
viously been referred to the Minneapolis 
General Hospital for more extensive 
studies because of marked pica and die- 
tary deficiencies. The high urinary lead 
was verified by the hospital, and, al- 
though there were no physical findings 
nor symptoms warranting a diagnosis of 
lead poisoning, a 5-day course of ethyl- 
enediamine tetraacetic acid was consid- 
ered justified. On the fourth day of the 
EDTA treatment, the urinary lead was . 
0.54 mg. per liter, and the blood level 
0.04 mg. percent. At completion of the 
treatment, the urinary lead was found to 
be a normal 0.06 mg. per liter. 

The remaining 15 children were asked 
to report to the well-child clinic for a 
physical examination by Dr. Hartman. 
Ten of the fifteen did report and, at that 
time, urine specimens were obtained 
from nine of them for lead analysis. 
Blood was obtained from all 10 for hemo- 
globin estimations and stipple cell counts. 
In seven of the nine urine specimens 
examined at this time, the lead levels 
were normal, and in the other two, read- 
ings of 0.09 and 0.11 mg. of lead per 
liter were obtained (table 2). None of 
the children had any stippling of -~red 
blood cells. The hemoglobin levels 
ranged from 11.0 to 13.5 grams per 100 
ce. None of the children had exhibited 
any signs or symptoms pointing toward 
a diagnosis of lead poisoning, and this 
includes cases 3, 4, 5, and 7, who were 
seen by Dr. Park at the time the first 
urine specimens were collected. Cases 
9, 11, 12, 15, and 16 had a history of 
pica. Parents were again warned about 
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the hazards of children putting dirt in 
their mouths. 


DISCUSSION 


We recognize that the use of spot 
samples of urine for lead analysis has 
limitations and may be open to question. 
Sometimes a case of lead absorption may 
be missed when only one sample is ob- 
tained. On the other hand, high urinary 
lead, when found in a spot sample, is an 
indication of excessive lead absorption. 
In this study, blood test lead was not 
determined because the children had no 
symptoms of lead poisoning, and there 
seemed to be no necessity to attempt to 
establish a diagnosis of lead poisoning. 

The occupational health service of the 
Minneapolis Department of Public Health, 
under the direction of Dr. Park, has for 
several years been collecting and analyz- 
ing spot samples of urine to measure in- 
dustrial exposures to lead. In this work 
it was found that spot urine samples are 
a reliable indication of the degree of 
lead absorption, if the following condi- 
tions are met: the urine samples are col- 
lected on separate days, the specimens 
are not contaminated with extraneous 
lead, and two or more specimens are in 
close agreement on lead content.’ 

A similar experience, with spot urine 
testing for lead, was reported through 
personal communication by W. G. Fred- 
erick, of the bureau of industrial hygiene 
of the city of Detroit, in October 1956. 

The possibility of contamination dur- 
ing collection of spot samples of urine, 
by the methods used in this study, may 
raise some doubt as to the validity of the 
results. We have found instances of con- 
tamination in industrial surveys, but the 
lead content in the urine in these cases 
has always been so excessive that con- 
tamination was immediately detected.” 

There is reason to believe that lead 
hazards inside of homes in our city are 
minimal, since a fair sampling of urine 
specimens (386) from children attend- 
ing the well-child clinic were found to 
be normal in lead content. The children 
came from homes from all parts of the 
city from the lower middle and low so- 
cio-economic groups. In the seven cases 
with elevated urinary lead levels among 
well-child clinic patients the lead source 
was traced to factors other than those 
within the homes. 

Except for cases 15 and 16 the cases 
found through the well-child clinic were 
caused by chipping exterior house paint. 
Although the parents gave a history of 
pica in only two of these five children, 
it has been noted that mouthing of ma- 
terials is an almost universal habit of 
young children, exclusive of pica.** We 
therefore believe that the elevated uri- 
nary lead was caused by ingestion of the 
peeling house paint which was mixed 
in the dirt in which the children played. 

All of the five cases were found in the 
spring and summer months of 1959 from 
among 199 specimens collected during 
the last week of August 1958 and April 
through August 1959 as compared with 
2 abnormal lead levels among 194 urine 
specimens collected at other times of the 
year. These two cases were not caused 
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You can prescribe gentle 
control of blood pressure with 


BUTISERPINE 


Butiserpine contains just enough reser- 
pine (0.1 mg. per tablet or teaspoonful) 
to reduce tension without initiating 
side effects; 15mg. of BUTISOL sodium® 
butabarbital sodium, to promote calm- 
ness without lethargy. 


Butiserpine Tabiets, Elixir, 
Prestabs® Butiserpine R-A (Repeat Action Tablets) 


quietly calming 


McNEIL LABORATORIES, INC. 
Philadelphia 32, Pa. 


by chipping outside house paint. This 
seems to support the suggestion of Baet- 
jer* that children may have more oppor- 
tunity to ingest exterior paints in the 
summer. Our study of elevated urinary 
lead even in the absence of symptoms of 
lead poisoning seems to parallel the sea- 
sonal incidence of lead poisoning found 
in Baltimore* and Boston.* 

If we take only those small children 
who are known to be exposed, that is, 
if we start with those in the selected 
homes as we did in the second part of 
this study, we get a very high propoc- 
tion with high urinary lead (table 3). Of 
24 children exposed to these conditions 
in 14 such houses, high urinary lead was 
found in 9. If we include the five chil- 
dren with high urinary lead levels who 
were found through the well-child clinics 
and who lived in the 5 separate houses: 


in similar condition (cases 1, 2, 10, 11, 
and 12 in table 2), we get a total of 19 
homes with peeling outside paint. In 
these 19 homes, urine specimens were 
obtained from 29 small children, of 
which 14 had high urinary lead content. 
This amounts to 48.3 percent of the 
urines examined and is comparable to the 
44.4 percent found in Baltimore some 
years ago, when a more extensive study 
was made using specimens of blood in- 
stead of urine for the lead analyses.*” 
In terms of the buildings themselves 
in relation to the number of small chil- 
dren with high urinary leads, we find 
that 19 peeling houses gave us 14 chil- 
dren with high urinary lead. This in 
terms of probability means that for every 
100 such houses, with small children 
living in them, there are likely to be 74 
children eating enough of the falling 
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NOW...three products 


to aid in appetite control 


1, MEAL-TO-MEAL CONTROL 


AMVICEL 

to control appetite........ 5 mg. d-Amphetamine Sulfate 
to offset stimulation............. 15 mg. Phenobarbital 
one tablet before each meal provides flexible appetite 
control. 


2. MODERATE ALL-DAY CONTROL 
AMVICEL-X (10) extended action 


to control appetite....... 10 mg. d-Amphetamine Sulfate 
to offset stimulation. ...... 15 mg. Phenobarbital 


one tablet taken upon arising gradually releases key weight 
control factors over a period of 8 to 10 hours. 


3. FULL ALL-DAY CONTROL 
AMVICEL-X (15) extended action 


to control appetite....... 15 mg. d-Amphetamine Sulfate 
60 mg. Amobarbital 
to offset stimulation. ...... 20 mg. Phenobarbital 


one tablet taken upon arising gradually releases key weight 
control factors over a period of 8 to 10-hours. 


plus 9 vitamins and 6 minerals to assure adequate nutrition 
in a restricted diet. 


Supplied: Bottles of 100 and 500 tablets 
at all pharmacies. 


Low in cost to your patients. 


EXTENDED ACTION 
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(15) 


THE STUART COMPANY + PASADENA, CALIFORNIA 
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lead paint to raise their urinary lead level 
above normal during the summer months. 
While not many will eat enough paint, 
over a long enough period, to cause 
manifest lead poisoning, this is a lead 
hazard which housing authorities and the 
Minneapolis Health Department cannot 
afford to ignore. 


CONCLUSION 


While this study does not cover suffi- 
cient numbers to warrant any definite 
conclusions, the following. comments 
seem to be pertinent: 

e The study did not reveal lead haz- 
ards to small children in Minneapolis 
which could be traced to conditions in- 
side of the homes, although the possi- 
bility that such hazards exist cannot be 
completely excluded. 

e The finding of some cases of high 
urinary lead levels among small children 
in the absence of symptoms of lead poi- 
soning seems to parallel the seasonal in- 
cidence of lead poisoning found in chil- 
dren in other cities. 

e The paucity of actual lead poisoning 
among small children living in poorly 
maintained houses in Minneapolis may 
be related to a shorter summer season 
(shorter exposure period) rather than to 
any difference in the hazard associated 
with falling exterior lead paint. 

e Health departments and housing au- 
thorities, in concern for the health of 
small children living in houses where the 
exterior paint is chipping off, should con- 
sider developing control procedures.* 


e Parents and the public should be 
warned of the health hazard of small 
children ingesting the paint which has 
chipped off walls of houses and out- 
buildings. 


SUMMARY 


Between August 25, 1958, and Octo- 
ber 10, 1959, a total of 417 specimens of 
urine from children (5 years and under, 
without symptoms of lead poisoning) 
were analyzed for lead at the Minneap- 
olis Health Department laboratory. Of 
these specimens, 393 were obtained 
through a screening program carried out 
in well-child clinics, turning up 7 with 
high urinary lead. The remaining 24 
specimens were obtained from children 
living in houses selected for study be- 
cause of their obviously peeling paint. 
Among the latter specimens, nine were 
found to be high in lead content. While 
screening through the well-child clinics 
lasted nearly 14 months, the study among 
children living in the preselected homes 
was carried out only during July, August, 
and September of 1959. 

All of the specimens with high urinary 
lead were associated with peeling exteri- 
or house paint, except for two cases 
found through the well-child clinics. In 
these two instances the source of lead 
was traced to lead dust brought home 
on the clothing of two adults who worked 
in a storage-battery manufacturing plant. 
When the figures of the two studies are 
combined, 14 out of 29 children living 
in 19 houses with peeling paint had high 


urinary lead levels. All of these 14 chil- 
dren are believed to have ingested the 
lead although only 3 had a definite his- 
tory of pica..The children played in the 
dirt adjacent to the houses where peeling 
paint had fallen into the play areas. 

None of the children with high urinary 
lead manifested sufficient signs or symp- 
toms to warrant a diagnosis of lead poi- 
soning and by late October, almost all 
urinary levels had returned to normal. 

All of the high urinary lead levels ap- 
peared during the summer, suggesting a 
seasonal outdoor exposure and the ab- 
sence of significant all-year inside ex- 
posure. 
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Milpath acts quickly to suppress hypermotility, 
hypersecretion, pain and spasm, and to allay 
anxiety and tension with minimal side effects. 


Milpath-400 — Yellow, scored tablets of 
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attains | 
high activity 
levels at 

low dosage 


DECLOMYCIN Demethylchlortetracycline attains— 
usually within two hours—inhibitory blood levels 
more than adequate to suppress susceptible path- 
ogens. The substantially higher levels—higher, that 
is, in comparison with other tetracyclines— insure 
that positive antibacterial action is brought to bear 
at the infective site. On a milligram-for-milligram 
basis, DECLOMYCIN Demethylchlortetracycline 
has been shown to have two to four times the in- 
hibitory capacity of other tetracyclines against sus- 
ceptible organisms and has, in addition, been 
shown to inhibit many individual strains relatively 
resistant to other tetracyclines. 


DECLOMYCIN Demethylchlortetracycline normally 
attains optimal inhibitory concentrations in affect- 
ed tissues and body fluids on daily dosages substan- 
tially lower than those required to elicit antibiotic 
activity of comparable intensity with other tetra- 
cyclines. With other tetracyclines, the average, ef- 
fective, adult daily dose is 1 Gm. With DECLOMY- 
CIN Demethylchlortetracycline, it is only 600 mg. 
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DOSAGE 
150 mg. @.i.d. 


LEDERLE 


WITH  WITHOTHER i 
a 
: + - 
ANTIBACTERIAL ACTION ~ | 


DECLOMYCIN sustains, through the entire therapeu- 
tic course, the high activity levels needed to control 
the primary infective process and to check the onset 
of a complicating secondary infection at the orig- 
inal—or at another—site. The antibiotic suffuses 
through organs, tissues and fluids, and is present at 
therapeutic concentrations in other potentially or 


SHS Ff GLIUMS actually affected systems while it is acting at the 
primary site. 

high activity 
DECLOMYCIN sustains this combined therapeutic 

] eve ] Sada C action, in most instances, without pronounced hour- 
to-hour, dose-to-dose, peak-and-valley fluctuation 

low do S age in activity levels. This flattening-out of the activity- 
level oscillations which characterize other tetra- 
cyclines is attributable to two distinctive properties 
of DECLOMYCIN Demethylchlortetracycline — 


relatively high resistance to degradation within the 
body and a relatively low rate of renal clearance. 
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retains 
high activity 
levels after 


dosage 1s 
stopped 


DECLOMYCIN Demethylchlortetracycline retains 
significant tetracycline activity levels, in the major- 
ity of cases, up to 48 hours after the last dose is 
given. This attribute is, again, due to higher re- 
sistance to degradation and a lower renal clearance 
rate...as compared with other tetracyclines. A full, 
extra day of positive antibacterial action may, thus, 
be confidently expected. Two extra days in which 
measurable therapeutic levels are retained have 
been reported in many cases. 


DECLOMYCIN, thus, provides up to six days, activity 
on a four-day therapeutic course. Shortening of the 
normally indicated course is not recommended, 
since this may deprive the patient of the benefit of 
the added insurance against superinfection or re- 
currence provided by the longer retention of anti- 
bacterial potency. One capsule four times a day, for 
the average infection in the average adult, is the 
same as with other tetracyclines — but the total 
dosage is lower and the duration of anti-infective 
action is longer. 
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PA) oxytetracycline. (2) Chiortetracycline. (3) Tetracycline. 
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mw higher activity/intake ratio— positive antibacterial action 


m sustained activity levels—protection against problem pathogens 
m@ up to two extra days’ activity— protection against recurrence 
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added measure therapy, patients should avoid exposure to intense sunlight. If adverse reaction or idiosyncrasy 
of protection occurs, discontinue medication. 
in clinical Overgrowth of nonsusceptible organisms is a possibility with DECLOMYCIN, as with other 
practice antibiotics. The patient should be kept under observation. 
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Books received 


Books received for review during the pe- 
riod from August 5 to September 5, are 
listed below. Reviews will be published 
as space permits. 


P-Q-R-S-T. A Guide to El 

Interpretation. By Joseph E, F, Riseman, M.D., 
Assistant Clinical Professor of Medicine, Har- 
vard Medical School; Visiting Physician, Beth 
Israel Hospital, Boston, Massachusetts. Ed. 4, 
Cloth. Pp. 168, with illustrations. Price $6.50. 
The Macmillan Company, 60 Fifth Avenue, 
New York 11, 1960. 


THE TONSILS AND ADENOIDS IN 
CHILDHOOD. By Donald F. Proctor, M.D., 
Associate Professor of Laryngology and Otology; 
Assistant Professor of Physiology; formerly Pro- 
fessor of Anesthesiology; The Johns Hopkins 
University School of Medicine. Cloth. Pp. 70, 
with illustrations. Price $7.50. Charles C 
Thomas, Publisher, 301-327 East Lawrence Ave- 
nue, Springfield, Illinois, 1960. 


DISEASES OF THE NEWBORN. By Alex- 
ander J. Schaffer, M.D., Associate Professor of 
Pediatrics, The Johns Hopkins Medical School, 
and Pediatrician to The Johns Hopkins Hospi- 
tal; formerly Pediatrician-in-Chief, at present 
Attending Pediatrician to The Sinai Hospital of 
Baltimore, Maryland; Chief of Pediatrics (Nurs- 
ery Service), The Hospital for Women of Mary- 
land. Cloth. Pp. 878, with illustrations. Price 
$20.00. W. B. Saunders Company, West Wash- 
ington Square, Philadelphia 5, 1960. 


FRACTURES, DISLOCATIONS AND 
SPRAINS. By Philip Wiles, M.S. (Lond.), 
F.R.C.S. (Eng.), F.A.C.S, Honorary Consultant 
Orthopaedic Surgeon, The Middlesex Hospital; 
Past President, The British Orthopaedic Associa- 
tion, The Orthopaedic Section, The Royal So- 
ciety of Medicine; and The Orthopaedic Sec- 
The British Medical Association; Cor- 
responding Member, The American Ortho- 
paedic Association; formerly, Hunterian Pro- 
fessor, The Royal College of Surgeons of 
England; Lecturer in Orthopaedic Surgery, 
The University of London; Brigadier, Con- 
sultant Surgeon in the Army; British Treasurer, 
The Journal of Bone and Joint Surgery: Cloth. 
Pp. 67, with illustrations. Price $7.50. Little, 
Brown and Company, 34 Beacon Street, 
Boston 6, 1960. 


FACTORS CONTROLLING ERYTHROPOI- 
ESIS. By James W. Linman, M.D., Assistant 
Professor of Medicine, Northwestern University 
Medical School; Chief of the Hematology 


Memorial Institute for Medical Research, Uni- 
versity of Michigan, Ann Arbor, Michigan. 
Cloth. Pp. 208, with illustrations. Price $8.25. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1960. 


FUNDAMENTALS OF NERVE BLOCKING. 
By Vincent J. Collins, M.S., M.D., Associate 
Professor of Anesthesiology, New York Uni- 
versity Medical Center and Anesthesiologist, 
Bellevue Hospital Center. Cloth. Pp. 354, with 
illustrations. Price $9.50. 

Washington 


THE DYSLIPIDOSES. By Rail Fieisch- 


Cancer Unit of the New York University 


Hospital, New York, N.Y. Cloth. Pp. 509, 
with illustrations. Price $16.00. Charles C 
Publisher, 
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BECTON, DICKINSON AND COMPANY - RUTHERFORD, NEW JERSEY 


B-D HYPAK, AND DISCARDIT ARE TRADEMARKS OF BECTON, DICKINSON AND COMPANY, INC. 79060 


SAFE FOR TopAY MEDICATIONS... AND TOMORROW'S 


NO CAUTION LABEL NEEDED — Use it with any injectable medication... 
of solvent action on the barrel. SAFE—B-D Control guarantees sterility, nontoxicity, non- 
pyrogenicity. ECONOMICAL —Disposability eliminates time-consuming, pre-use prepa- 
ration. PRECISE— Exclusive tip design reduces medication loss. 


there is no danger 


DEMONSTRATIONS OF PHYSICAL SIGNS 

IN CLINICAL SURGERY By Hamilton 

Bailey, F.R.C.S. (Eng.), F.A.C.S., F.R.S.E., 
Northen H 


Throat Hospital; Vice-President, International 
College of Surgeons; formerly Hunterian Pro- 
fessor, Royal College of Surgeons and External 
Examiner in Surgery, 


PROCUREMENT AND MATERIALS MAN- 
AGEMENT FOR HOSPITALS. By Rex H. 
Gregor, Director of Rochester 
Methodist Hi Rochester, Minnesota; and 
Harold C. Mickey, B.B.A., F.A.C.H.A,, Ad- 
ministrator, Rochester Methodist Hospital, 
Rochester, ie a Cloth. Pp. 159, with 
illustrations, Price $7.50. Charles C Thomas, 


Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1960. 


SYNOPSIS OF PATHOLOGY. By W. A. D. 


Anderson, M.A., M.D., F.A.C.P., F.C.A.P., 
Professor of logy, U: of Miami 
School of Medicine; of Pathology 

Hospital, 


.E., M.D., 
(Glas), 
), Regius 


(Ed.), 
in 


(Ed.), 
Hon. F.A.C.S., Hon. F.R.C.S. 
Professor of Surgery, University 

and Bruce M. Dick, M.B., F.R.C.S. 
F.R.F.P.S. egional 


Ed. 8. Cloth. Pp. 704, with illustrations. 
Price $15.00. Little, Brown & Company, 34 
Beacon Street, Boston 6, 1960. 
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Section, Veterans Administration Research Hos- : 
M.D., Professor of Internal Medicine and 
Director of the Thomas Henry Simpson 
London; Consulting Surgeon, Italian Hospital; | ges 
Miami, Florida. Ed. 5. Cloth. Pp. 876, with qe a 
illustrations. Price $9.25. The C. V. Mosby rE ee 
Ed. 13. Cloth. Pp. 928, with illustrations. Company, 3207 Washington Boulevard, St. | ae 
Price $14.50. The Williams and Wilkins Louis 3, 1960. | ag 
Company, 428 East Preston Street, Baltimore | ae 
2, 1960. A TEXTBOOK OF SURGICAL PATHOL- Vie : 
OGY. By C. F. W. Ilin | 
majer, M.D., Department of Dermatology and He et 
Syphilology of the New York University Post- i. al 
Graduate Medical School and the Skin and Ty Bea. 
oracic Surgery, Western Region, Scotland. 

Avenue, Springfield, Illinois, 1960. 
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CONSISTENT 


RESPONSE 
AGAINST 


POST-BURN 
INFECTIONS 


EFFECTIVE EVEN AGAINST RESISTANT STRAINS OF STAPH. AND 
STREP., INCLUDING FOUR STRAINS OF STAPH. PHAGE GROUP 
80/81 


MO INFECTION OR SUPPURATION, VIRTUALLY NO IRRITATION 
OR ADVERSE SYSTEMIC REACTIONS EVEN IN PATIENTS WITH 
BURNS INVOLVING UP TO 50 PER CENT OF BODY SURFACE 
& CONSISTENTLY UNEVENTFUL HEALING 8 SINGULARLY 
WIDE ANTIMICROBIAL SCOPE 83 ROUTINE USE MAY PERMIT 
EARLIER GRAFTING a DRESSINGS EASILY REMOVED WITH- 
OUT DAMAGING NEW TISSUE 


EFFECTIVE THERAPY FOR IMPETIGO, FOLLICULITIS, FURUN- 
CULOSIS, ECTHYMA, ECZEMA, ACNE, ATOPIC DERMATITIS, 
NEURODERMATITIS, CONTACT DERMATITIS, STASIS ULCERS, 
HYDRADENITIS, SEBORRHEIC DERMATITIS, INFECTIOUS 
ECZEMATOUS DERMATITIS, WOUNDS AND LACERATIONS, 


TRIBURON OINTMENT (0.1% TRIBURON CHLORIDE IN A WATER: 
SOLUBLE BASE) 1-0Z TUBES AND 1-LB JARS. TRIBURON 
HYDROCORTISONE CREAM (0.1% TRIBURON CHLORIDE PLUS 
1.0% HYDROCORTISONE IN A VANISHING-CREAM BASE) 5-GM 
AND 15-GM TUBES. TRIBURON-HC OINTMENT (0.1% TRIBURON 
CHLORIDE PLUS 0.5% HYDROCORTISONE IN A WATER: 
SOLUBLE BASE) 5-GM AND 20-GM TUBES. TRIBURON-IMPREG- 
NATED DRESSINGS MAY BE AUTOCLAVED. 


SELECTED BIBLIOGRAPHY: 1. J. GELB, ANN. NEW YORK ACAD. SC., 82{ ART. 1), 173, 1968 
2. MN. GEORGIADE, K. PICKRELL AND F. MORRIS, IBID., P. 161. 3. E. GRUNBERG AND 8% 
SCHNITZER, IBID., P. 114. 4. R. 5. SCHNITZER, E. GRUNBERG, W. F. DELORENZO AND 
R. E. BAGDON, ANTIBIOTICS & CHEMOTHER., 9:267, 1959. 

TRIBURON® CHLORIDE — N,N’-Bif[1-METHYL -3-( 2,2,6-T PRO 
PYL)-N,N’-DIMETHYL-1,6- BIS (METHOCHLORIDE) 


new Iriburon Hydrocortisone Cream 


topical microbicide - not an Zntibiotic - not a nitrofuran 


Sese 


even if your patient 


he'll soon be riding 


is a whip snapper* 
high again, thanks to 


prescribe PARAFoN in low back pain—sprains— 
strains—rheumatic pains 

Each Pararon tablet contains: 

PARAFLEX® Chlorzoxazonet ............. 125 mg, 


(PARAFLEX® + TYLENOL®) 


for muscle relaxation plus analgesia 


in arthritis 


PARAFON 


with Prednisolone 


(MeNETE) 


The low dosage skeletal muscle relaxant 
Acetaminophen ............. 300mg. 
The superior analgesic in musculoskeletal pain 
Dosage: Two tablets t.i.d. or q.i.d. 

Supplied: Tablets, scored, pink, bottles of 50. 


Each ParAFon with Prednisolone tablet contains: 
PARAFLEX® Chlorzoxazonet 125 mg., TyLENoL® 
Acetaminophen 300 mg., and prednisolone 1.0 mg. 
Supplied: Tablets, scored, buff colored, bottles of 36. 
Dosage: One to two tablets t.i.d. or q.i.d. 

Precautions; The precautions and contraindications 
that apply to all steroids should be kept in mind 


when prescribing PARAFON with Prednisolone. 


*tailman on hook-and-ladder fire engine 
tU.S. Patent No. 2,895,877 
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for relief that lasts —longer 


: the usual intra-articular, 
2 intra-bursal or soft tissue dose 
ranges from 20 to 30 mg. depend- 
Buration of relief ing on location and extent of 
th t Hydrocortisone Acetate pathology. 
exceeds tha Supplied: Suspension ‘nypELTra’- 
provided by any Prednisolone Acetate eee § lone tertiary-butylacetate, in 
5-cc. vials. 


other steroid HYDELTRA-TBA 
ester (324m) 


MERCK SHARP @ DOMME 
DIVISION OF MERCK @CO., INC. 
PHILADELPHIA 5, PA. 
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reduces postnasal dramnage—lessens pharyngeal irritation 
depresses the cough reflex—eases expulsion of mucus 


*The addition of the decongestant to the antitussive provides more complete cough 
control than regular “cough syrups.” The central antitussive action of Dormethan! and 
the expectorant action of ammonium chloride are complemented by the decongestant 
action of Triaminic,?** which reduces swelling and controls irritating postnasal drip, 
a common cough stimulus. 


Each tsp. (5 ml.) of fruit-flavored, Dosage (to be administered every 3 
non-alcoholic TRIAMINICOL provides: or 4 hrs.): Adults — 2 tsp.; Children 
Triaminic® ........ 25 mg. 6 to 12—1 tsp.; 1 to tsp.; under 
(Phenkamine maleate mg, 1—¥ tap. One dose at bedtime is 
pyritamsine maleate 6.25 mg.) usually sufficient to control the cough 
Dormethan (brand of dextromethorphan HBr).......... 15 mg. cycle initiated by postural drainage 


References: 1. Bickerman, H. A.: in Drugs of Choice, Mosby, St. Louis, 1958, p. 557. 2. Lhotka, F. M.: Illinois M. J. 112:259 
(Dec.) 1957. 3. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 1958. 4. Farmer, D. F.: Clin. Med. 5:1183 (Sept.) 1958. 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska 
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EVEN HOT STAPH.’ SUCCUMB TO 


FURACIN NASAL 


brand of nitrofurazone with phenylephrine 


to conquer a growing problem-—resistant staph. 


“We have used FURACIN Nasal successfully in eradicating staphylococci from the 
nasal passages of our nursing personnel. The majority of cases are cleared with 
5 days of treatment.”’! 


routine in sinusitis, rhinitis and nasopharyngitis 


“Intranasal and sinus infections have been found to disappear promptly . . . helps 
to combat the associated nasopharyngitis.”’? 


= wide bactericidal range m negligible bacterial resistance m= no cross-sensitiza- 
tion or bacterial cross-resistance to systemic agents »= low sensitization rate = no 
irritation, no stinging, no slowing of the ciliary beat = no interference with phago- 
cytosis or healing. 

FORMULA: FURACIN 0.02% with phenylephrine+HCl 0.25% in an aqueous, isotonic 
solution of sodium salts and methylparaben. 

SUPPLY: Plastic atomizer of 15 cc. for administration by either spray or drop. 


References: 1. Personal Communication to Eaton Laboratories, 1959. 2. Spencer, J. T., in Conn, 
H. F.: Current Therapy 1954, Philadelphia, W. B. Saunders Co., 1954, p. 130. 


*antibiotic-resistant staphylococci 


THE NITROFURANS —a unique class of antimicrobials—neither antibiotics nor sulfonamides 
EATON LABORATORIES, NORWICH, NEW YORK 
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new 
therapy 
Peptic 
Ulcer 


Roentgenogram made on February 
23, 1957 shows only a slight indenta- 
tion on the lesser curvature. 


Pretreatment roentgenogram made 
on January 26, 1957 shows a large 
niche on the upper third of the lesser 
curvature. 


chymotrypsin 
controls inflammation, swelling and pain 


cessation of all symptoms and 
complete healing in 70 out 

of 78 cases as reported in 
Postgraduate Medicine (Oct.) 1959 


chymotrypsin offers a new approach 
to the treatment of peptic ulcer.” 


In 54 cases, most of them hospitalized, 
in which chymotrypsin (Chymar) was 
used in conjunction with other agents 
‘All of the symptoms disappeared and 
complete healing of the ulcer occurred 
in 49 (90.7 per cent) of the 54 cases...” 
Average time for cessation of symptoms |} 
...6 days; for complete healing... dy 
36 days; average follow-up period 
... 12 months. Jn 24 cases in which 
Chymar was used alone, “Cessation of 
all symptoms and complete healing 
occurred in 21 (87.5 per cent) of the 

24 cases .. .”” Average time for 
cessation of symptoms... 5.8 days; 
for complete healing . . . 24 days; 
average follow-up period... 

25.5 months. 


Conclusions: ‘“‘Because of the excellent 
results obtained in 78 cases of peptic 
ulcer . . . I strongly recommend its use 
as a most valuable adjunct in the 
treatment of this disease.”’* 
*Mozan, A. A.: Postgraduate Med. 26:542, 1959 7 


the superior anti-inflammatory enzyme 


Buccal /Aqueous/Oil 


CHYMAR Buccal— Crystallized 


chymotrypsin in a tablet formulated 
for buccal absorption. Bottles of 24 
tablets. Enzymatic activity, 10,000 
Armour Units per tablet. 


CHYMAR Aqueous—So|ution of 
crystallized chymotrypsin in sodium 
chloride injection for intramuscular 
use. Vials of 5 cc. Enzymatic activity, 
5000 Armour Units per cc. 


CHYMAR—Suspension of crystallized 
chymotrypsin in oil for intramuscular 
injection. Vials of 5 cc. Enzymatic 
activity, 5000 Armour Units per cc. 
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ARMOUR PHARMACEUTICAL COMPANY 
KANKAKEE, ILLINOIS 
Armour Means Protection 


© 1960, A. P. Co, 
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Provides balanced 
nutritional values 


@ Fibre-free HYPOALLERGENIC formula. 


@ An excellent formula for regular 
infant feeding. 


@ An ideal food for milk allergies, 


eczema and problem feeding. 


SOYALAC helps solve the feeding problem of 
fk prematures and infants requiring milk-free diet. 


Strikingly similar to mother’s milk in composition 
and ease of assimilation, babies thrive on SOYALAC. 

& Clinical data furnish evidence of SOYALAC’S value 
in promoting growth and development. 


Protein of high biologic value is obtained from the 
soybean by an exclusive process. 


A request on your professional letterhead or prescription form 
will bring to you complete information, and a supply of 
samples. Please address the Loma Linda Food Company, 
Arlington, California, or Mount Vernon, Ohio. 


Medical Products Division 


LOMA LINDA FOOD COMPANY 
ARLINGTON, CALIFORNIA « MT. VERNON, OHIO 
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HESIS IN OR- 


CHEMICAL O 
By Michael P. 


STEOSYNT: 
THOPAEDIC SURGERY. 
i M.D., i 


Thomas, 
Avenue, Springfield, Illinois, 1 


CLINICAL OBSTETRICS AND GYNECOL- 
OGY. A Quarterly Publication. Volume 3, 
Number 2. PHYSIOLOGY OF PREGNANCY. 
Edited by Ernest W. Page, M.D., ENDOME- 

TRIOSIS. Edited by Charles s. Stevenson, 
M.D. Cloth. Pp. 536, with illustrations. Price 
$18.00 a year. Paul B. Hoeber, Medical 
Division of Harper & Brothers, 49 East 33rd 
Street, New York 16, 1960. 


CIRRHOSIS OF THE LIVER. By Martin 
Seler Kleckner, Jr., A.B., M.S. in Internal 
., Assistant Clinical Professor 
of Medicine (Gastroenterology), Vanderbilt 
University School of —_ Nashville, Ten- 


Pp. 729, with illustrations. Price $24.50. 


Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1960. 


ILLUSIONS AND DELUSIONS OF THE 
SUPERNATURAL AND THE OCCULT (The 
Psychology of the Occult), By D. H. Raw- 
cliffe. Paper. Pp. 551, with illustrations. 
Price $2.00. Dover Publications, 180 Varick 
Street, New York 14, 1960. 


Hospital; Honorary 

Hospital and All Saints’ Hospital for 

urinary Diseases. Ed. 8. Cloth. Pp. 1111, with 
illustrations, Price $24.00. The Williams and 
Wilkins Company, 428 East Preston Street, 
Baltimore 2, 1960. 


THE YEAR BOOK OF CANCER. (1959- 
1960 Year Book Series). Edited by Randolph 
Lee Clark, Jr., B.S., M.Sc. (Surgery), 
D.Se. (Hon.), Houston, Texas, Director and 
Surgeon-in-Chief, The University of Texas —> D. 


Russell W. Cumley, M.A. Ph.D., 


gel offered in bottles of 12 fluidounces. 


fuls), Bottles of 50 and 250. 
Samples on request. 


CIBA FOUNDATION SYMPOSIUM ON 
CELLULAR ASPECTS OF IMMUNITY. Edited 
by G. E. W. Wolstenholme, O.B.E., M.A., 
M.B., M.R.C.P.; and Maeve O’Connor, B.A. 
Cloth. Pp. 495, with illustrations. Price $10.50. 
Little, Brown & Company, 34 Beacon Street, 
Boston 6, 1960. 


NEUROLOGICAL AND NEUROSURGICAL 
NURSING. By C. G. de Gutierrez-Mahoney, 
M.D., Director of the Neurological Division 
and Neurosurgeon-in-Chief, St. Vincent’s Hos- 
pital, New York, N. Y.; Clinical Professor of 
Neurosurgery, New York University Post-Grad- 
uate Medical School; National Consultant Neuro- 
surgeon, United States Air Force; and Esta 
Carini, R.N., Ph.D., Chief, Mental Health 
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Wiuiam H. Rorer, Inc., Philadetphia 44, Pennsylvania 


“|. Well, I always prescribe Rorer’s Maalox. It’s an exceilent 
antacid, doesn’t constipate and patients will take it indefinitely.” 


Maa.ox® an efficient antacid suspension of magnesium-aluminum hydroxide 


TaBLet Maatox: 0.4 Gram (equivalent to one teaspoonful), Bottles of 100. 
Tas_Let Maatox No. 2: 0.8 Gram, double strength (equivalent to two teaspoon- 


BABY TALK. By Morris Val Jones, Ph.D., 
Hearing, School for 


$4.50. Charles C Publisher, 301-327 
pond Lawrence Avenue, Springfield, 
1 


YOGA. A Scientific Evaluation. By Kovoor 
T. Behanan, Ph.D. Paper. Pp. 270, with illus- 
trations. Price $1.65. Dover Publications, 180 
Varick Street, New York 14, 1960. 


M.Ch., F.LC.S., Lecturer 


GYNECOLOGICAL UROLOGY. Edited by 
Abdel Fattah Youssef, M.B., D.S., D.G.O., 
in Obstetrics and 


Gynecology, Cairo University; Obstetric and 
Gynecological Surgeon, Kasr-el-Aini 
Cairo, Egypt, U.A.R.; Member of the Swedish 


$22.50. Charles C Thomas, Publisher, 301-327 
East Lawrence Avenue, Springfield, LIlinois, 
1 


PLAGUE FIGHTERS. By Herman Styler. 
Cloth. Pp. 126, with illustrations. Price $3.50. 
Chilton Company, Book Division, 56th and 
Chestnut Streets, Philadelphia 39, 1960, 


THE ANONYMOUS MYCOBACTERIA IN 
HUMAN DISEASE. The Sixth Annual Ivan 


with illustrations. Price $7.50. 


Thom Publisher, 301-327 East Lawrence 


as, 
Avenue, Springfield, Illinois, 1960. 


\ 
Department of : 
Orthopaedic Surgery, emann Medical Col- a 
lege and Hospital; Association, Department of 
Orthopaedic Surgery, Misericordia Hospital, 
Philadelphia, Pennsylvania, Cloth. Pp. 72, 
with illustrations. Price $4.50. Charles C 
| 
Medicine and Gastroenterology, Massac Me- ‘ 
morial Hospital, Metropolis, Illinois, Cloth. ty 
FRENCH’S INDEX OF DIFFERENTIAL ~ ; 
DIAGNOSIS. Edited by Arthur H. Douth- 
waite, M.D., F.R.C.P., Senior Physician, Guy’s At : 
fessor of Surgery, The University of Texas We 
Postgraduate School of Medicines Clinical Pro- 
fessor of Surgery, Baylor University College | 
versity of Texas M. D. Anderson Hospital and ee 7 
Tumor Institute; Professor of Medical Jour- 
nalism, The University of Texas Postgraduate in} oe 
School of Medicine; Executive Editor, Medical es 
Arts Publishing Foundation. Cloth. Pp. 533, i ag 
with illustrations. Price $8.50. Year Book 2 
Publishers, 200 East Illinois Street, Chicago os 
11, 1960. 2 
Cerebral Palsied Children, San Francisco, Cali- 
fornia; formerly, Associate Professor of Speech, Society of Obstetrics and Gynecology; Member oat 
Illinois State Normal University, Normal, Illi- of the German Gynecological Association. i ; its 
nois. Cloth. Pp. 96, with illustrations. Price Cloth. Pp. 893, with illustrations. Price } Oe 
Procedures. By Josep ° 0» : H. Mattson I Memorial Conference, of The ae 
Nursing Services, States of Connecticut Depart- University of Texas Southwestern Medical 
ment of Mental Health, Hartford, Connecticut; i assachusetts. $8 "00 id School and Dallas Tuberculosis Association. = 
formerly Department Head of the Neurological with illustrations. Price . Little, Brown Edited by John S. Chapman, M.D., Assistant ; 
Division and Instructor of Neurological and %24 Company, 34 Beacon Street, Boston 6, ean for Postgraduate Education and Professor BS 
Neurosurgical Nursing, St. Vincent’s Hospital, 1960. of Internal Medicine, The University of Texas, Be 
New York, N. Y. Ed. 3. Cloth. Pp. 413, Southwestern Medical School. Cloth. Pp. 173, ie 
with illustrations. Price $6.50. The C. V. Charies C 
| 
St. Louis 3, 1960. ; 


This new case is only 7” long, 4” wide and 144” thick — yet it 
holds any Welch Allyn otoscope and ophthalmoscope, a new 
No. 717 rechargeable battery handle (or regular No. 705 medi- 


um ger and extra lamps. 
Fits easi 


y in your pocket, yet protects instruments perfectly. 


Convenient for house calls or hospital, ideal for students. 


Specify 


this new case as part of your new WA diagnostic set, 


or order just the case for use with your present WA instruments, 


In soft, black leatherette, with molded insert and full zipper, No. 22-M 
case only, $7.50. Complete Set No. 993M-RH, as shown, $90.00. 


SURGERY IN THE AGED. Edited by 
Frank Glenn, M.D., Lewis Atterbury Stimson 
Professor of Surgery, Cornell University Medi- 
cal College; Surgeon-in-Chief, The New York 
Hospital; S. W. Moore, M.D., Professor of 
Clinical Surgery, Cornell University Medical 
College; Attending Surgeon, The New York 
Hospital; Assistant Visiting Surgeon, Bellevue 

ital; and John M. Beal, M.D., Associate 

essor of Clinical Surgery, Cornell University 
Medical College; Attending Surgeon, The New 
York Hospital. Cloth. Pp. 534, with illustra- 
tions. Price $17.50. McGraw-Hill Book Com- 
pany, 330 West 42nd Street, New York 36, 
1960. 


CHEMISTRY OF HEART FAILURE. By 
William C. Holland, M.D., Professor of Phar- 
macology, University of Mississippi, School of 
Medicine, Jackson, Mississippi; formerly Pro- 
fessor of Pharmacology, Vanderbilt University, 
School of Medicine, Nashville, Tennessee; and 
Richard L. Klein, Ph.D., Assistant Professor 
of Pharmacology, University of Mississippi, 
School of Medicine, Jackson, Mississippi. Cloth. 
Pp. 116, with illustrations. Price $5.50. Charles 
C Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1960. 
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Cause and 
prevention of 
accidents* 


C. L. Wilbar, Jr., M.D.t 


The Pennsylvania Department of Health 
has two sections dealing with accidents. 
The section on traffic epidemiology deals 


®Reprinted from Public Health Reports, July 


1960. 

+Dr. Wilbar is secretary of health, Pennsylvania 
Department of Health. This paper is a conden- 
sation of an address which he delivered to the 
junior-senior class of the Hahnemann Medical 
School in January 1960. 


with traffic accidents entirely, and the 
section on environmental safety is con. 
cerned with nonmotor vehicle accidents, 

In Pennsylvania, accidents have been 
the fourth leading cause of death singe 
1900 and remain firmly established in 
this position. In the early part of the 
century, they were preceded by infec. 
tious diseases. Now they are preceded 
by heart disease, cancer, and vascular 
lesions of the central nervous system, 

But accidents lead the death picture 
during the first half of the lifespan. They 
constitute the leading cause from the Ist 
to the 35th birthday. 

In 1958, 5,056 Pennsylvanians were 
accidentally killed. The death rate from 
accidents per 100,000 population in that 
year was 16.2 for motor vehicle accidents 
and 29.3 for nontraffic accidents. 

The U.S. National Health Survey esti- 
mates that 3 people in each 10 suffer 
major accidental injuries each year. A 
major injury is defined as one which 
removes the individual 1 day or more 
from normal activity or causes him to 
seek medical treatment. In our State, 
with an estimated population in 1958 of 
11,100,000, we would arrive at approxi- 
mately 3,330,000 major injuries in Penn- 
owe during the year, using this for- 
m 


Accidents are prevented by first locat- 
ing the causes. After having ascertained 
the causes, steps are then taken to either 
correct or modify the environmental haz- 
ard or to change the attitudes and habits 
of the people involved, or both. The 
Pennsylvania Department of Health 
through its section of environmental safe- 
ty is engaged in a survey of the types 
of accidents that bring people to hospi- 

Information on nonfatal injuries is 
gathered from 100 hospitals reporting 
accidental injuries treated to the health 
department. They show a difference 
compared to data on types of fatal acci- 
dents experienced. There is a higher rate 
of injuries from nonfatal falls in the 
middle years of life, but a higher rate of 
fatal falls in the early and late years. 
Cuts and piercing injuries seldom prove 
fatal, yet there are indications that these 
may be the major forms of nonfatal acci- 
dental injuries. 

Most nontraffic accidents occur in the 
home, where the population spends more 
time than elsewhere. Probably accident 
prevention measures are less adequately 
applied in the home than in the work- 
ing environment. That home accidents 
can be largely prevented has been shown 
by concentrated accident prevention pro- 
grams in selected communities. 

As to the personal factors in accident 
rates, there is a considerable variation in 
accordance with age. Most fatal injuries 
occur to persons in the very young and 
very old age groups, whereas most non- 
fatal accidents occur in the age group 15 
through 24 years. Males have a much 
higher accident rate than females. Non- 
whites have a much higher rate than 
whites. Physical shortcomings which in- 
terfere with coordination, balance, and 
locomotion obviously predispose individ- 
uals having these shortcomings to acci- 
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dents. So do certain visual and auditory 
abnormalities and conditions, which pre- 
vent the individual from having mental 
control of his activities such as fainting, 
convulsions, heart attacks, cerebral hem- 
orrhage, and such. 

The mental and emotional makeup of 
the individual is undoubtedly a major 
factor as to his accident proneness. There 
is considerable controversy about the 
point at which a person becomes acci- 
dent prone. However, it is clear that 
certain psychological factors in individ- 
uals cause them to be unusually likely to 
have accidents. An individual who is 
likely to worry or grieve predisposes him- 
self to inattentiveness. An individual who 
is quick to anger is likely to lose the 
cautiousness which helps prevent acci- 
dents. Fatigue causes slowing of the 
reaction time, so that the chronically fa- 
tigued individual is more subject to acci- 
dents than others. The quality of judg- 
ment is difficult to measure, but certainly 
some individuals do better at judging 
their own skills and capabilities than oth- 
ers. Then there are, of course, those who 
have psychoses, psychoneuroses, or neu- 
roses, some of which make them exceed- 
ingly accident prone. Accident proneness 
may not be constant; it may occur only 
for limited periods when physical or 
emotional conditions are acute. 

Accidents can be prevented by the 
correction or modification of either en- 
vironment or attitude. Carelessness, pro- 


crastination, disorderliness, confusion, 
and risks can be recognized and con- 
trolled. Correction of physical handicaps 
and reduction of emotional stress or ten- 
sion are also possible. In our approach, 
we try to break the chain of events 
which leads to accidents. We tailor our 
educational messages for specific types of 
accidents and aim them particularly at 
the high-incidence groups. For example, 
to reduce gunshot wound accidents, we 
advise the public to store guns unloaded, 
to remove bolts before storing rifles, to 
keep firearms out of children’s reach, to 
store guns in a dry dust-free place, to 
check the breech before cleaning, to 
keep loaded firearms out of the house, 
and to store ammunition separately from 
the gun or guns. 

Under the State health department’s 
plan for prevention and control of the 
nontraffic type of accidents, a central 
office advisory committee, composed of 
a representative of each of the profes- 
sions and occupations in the department 
concerned with accidents, helps to deter- 
mine and guide the total control program. 
We have a regional accident prevention 
program representative on a full-time 
basis in each of our seven regional of- 
fices. 

The reporting of accidents by the hos- 
pital is cited above. Mortality reporting 
comes not only from the hospital but 
also from death certificates, all of which 
are filed and analyzed by the Pennsyl- 


vania Health Department. Compilation 
of data on morbidity, mortality, cause 
and cure, and studying followup of these 
data collectively and sometimes individ- 
ually, supports an epidemiological study 
of accidents. 

At the regional level, we need a re- 
gional staff steering committee, a home 
safety inventory, and especially do we 
need the formation of local safety coun- 
cils, consisting of interested and able in- 
dividuals and groups of individuals who 
will help collect data and bring about 
the educational know-how for the pre- 
vention of accidents in their communities. 
These councils provide a bridge or ve- 


hicle between the technical groups and. 


the general public, and they should be 
comprehensive in their scope. They can 
have such subcommittees as home, farm, 
recreational, school, and 


Motor vehicle accidents are given sec- 
ondary attention here because a number 
of other agencies have been and are 
continuing to give much time and effort 
to traffic accident correction. These agen- 
cies, however, concern themselves mainly 
with the safety of the vehicle, the street 
and highway, and with mass education. 

There has been too little concern, in 
my opinion, with the type of human be- 
ings who cause traffic accidents. Only 
recently have motor vehicle administra- 
tors turned to health departments for aid 
in this area. Since 1958, the section of 


(Deserpidine, 


your Hypertensives by 
NASAL CONGESTION: 


Of 403 Hypertensive and Anxiety Patients Treated with 
Harmonyl, only 12—2.7%—Reported Nasal Congestion* 


*See page A160 for footnotes d dosage 


switch your working hypertensives to 


ABBOTT 


id the 
con 
| 
been 
Sines 
in | 
) 
inka 
Scular 
icture 
They 
ne Ast 
were 
that 
dents # 
suffer 
vhich 
more 
tate, 
of 
roxi- 
enn- 
for- 
i 
cat- 
ined 
ther 
haz- 
TE 
afo- 
ive : 
nt all if 
4 


«foe 


!AXISAL, a new dual-acting muscle relaxant-analgesic, effectively treats both skeletal 
cle spasm and severe pain due to or associated with the spasm. Each Tabiet contains: 


relaxant component — Robaxin* — widely recognized for its prompt, long-lasting relief of 
tinful skeletal muscle spasm, with unusual freedom from undesired side effects........ 400 mg. 
®Methocarbamol ‘Robins’ U.S. Pat. No. 2770649 
n analgesic component—aspirin—whose pain-relieving effect is markedly enhanced by Robaxin, 
id which has added value as an anti-inflammatory and anti-rheumatic agent. .. . (5 gr.) 325 mg. 
"LY: Rosaxisat Tablets (pink-and-white, laminated) in bottles of 100 and 500. 
available: Rosaxin Injectable, 1.0 Gm. in 10-cc ampul. Rosaxin Tablets, 0.5 Gm. (white, scored) in bottles of 50 and 500. 


when anxiety accompanies pain and spasm: ROBAXISAL®-PH (Robaxin® with Phenaphen®) . Sedative-enhanced analgesic 
ikeletal muscle relaxant. Each two whit d lami d Rosaxisat-PH tablets contain: methocarbamol 800 mg., 
he equivalent of one Phenaphen capsule (ph 94 mg., acetylsalicylic acid 162 mg., hyoscyamine sulfate 0.031 mg., 


1 
4 gr. phenobarbital 16.2 mg.). Bottles of 100 and 500. 


seeking tomorrow's wi 


H. ROBINS CO., INC., Richmond 20, Va. 


traffic epidemiology has been headed by 
a full-time physician, but we are one of 
only a few State health departments 
which have such a unit. The job of the 
health department in this area is: (a) 
assisting in the establishment of physical 
standards by acting as liaison agency be- 
tween the motor vehicle administrators 
and medical personnel within the State; 
(b) conducting statistical research, using 
records now reposing in State motor ve- 
hicle agency offices; (c) conducting ap- 
plied research to help delineate the hu- 
man factors which cause accidents; (d) 
encouraging and stimulating universities 
and other groups and institutions to en- 
gage in research; and (e) assisting in 
obtaining medical and related consulta- 
tion for State motor vehicle administra- 
tors to help solve individual problems 
posed by drivers having an alleged physi- 
cal, mental, or emotional defect. 
Consultation toward solving problems 
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of individual drivers who have frequent 
accidents and are alleged to have some 
defect has been in effect for a number 
of years in Pennsylvania. However, in 
the past we have mainly attempted to 
establish physical standards for drivers 
and the periodicity to which drivers 
should be subject to testing for these 
physical standards. The Pennsylvania 
Medical Society has a number of special 
committees working on standards, and a 
report was submitted to the Governor's 
Traffic Safety Council and to the secre- 
tary of health. These standards have re- 
cently been officially adopted by the 
Governor and will be enforced by the 
department of revenue. 

Some of our drivers had never re- 
ceived any medical examination and most 
others had received only one eye ex- 
amination. We found drivers picked up 
after accidents who were on the blind 
pension roll of the State or who had se- 


vere heart trouble, severe epilepsy, or 
other physical conditions which made 
them completely unfit for driving and 
most hazardous to themselves and to 
others. Periodic physical examinations, 
now required in the State by executive 
order, are not completely comprehensive 
but deal mainly with those parts of the 
body and those conditions which are par- 
ticularly significant as far as driving a 
motor vehicle is concerned. It is hoped 
these examinations will reduce the deaths 
and injuries from motor vehicle accidents 
in our Commonwealth. 


We are also finding that alcoholism 
and drug addiction seem to play a major 
role in motor vehicle accidents. Further 
study is needed in this area, but obvious- 
ly such studies will yield significant data. 

The skill and industry of private physi- 
cians have made possible the control of 
many of the once prevalent communica- 
ble diseases. The same skill and industry, 
redirected toward reduction of accident 
rates, can be depended on confidently to 
achieve a great deal. Health depart- 
ments, safety councils, police depart- 
ments, motor vehicle administrators, and 
others do at best a shotgun type of edu- 
cation for all of the public. It is the 
private physician who can determine the 
accident-prone individual and take the 
necessary steps to educate him or his 
family to the extent of appreciably re- 
ducing his chances of being harmed. 

The personal physician who is best ac- 
quainted with the physical, mental, and 
emotional needs of his patient can best 
advise against accidents in accordance 
with individual limits. Who better than 
the family physician can advise a hus- 
band or his wife that it is no longer safe 
for an oldster, living with them, to go up 
and down stairs? Who better than the 
family physician would be in a position 
to observe the repetition of accidents in 
a household and the need for referral to 
the health department for a discreet in- 
vestigation of the circumstances existing 
in that household? The physician who 
has the prevention of home accidents 
uppermost in his mind will evaluate the 
patient’s accident proneness even as he 
examines him for signs of disease. 

In our State, poison information cen- 
ters are now available in hospitals with- 
in reach of all of our physicians. Poison 
treatment centers are available in a num- 
ber of our hospitals. A number of our 
county medical societies have accident 
prevention committees. 

I believe that hospitals can provide ac- 
cident prevention information to their 
patients and their staffs. I would like to 
see the day when at least one hospital in 
each major community has a poison 
treatment center as well as a poison in- 
formation center. Hospitals can be help- 
ful by recording accidental injuries, ana- 
lyzing these data for study, and using 
them for accident prevention within their 
institutions and their communities. 

On the premise that most accidents are 
preventable, all persons in the health pro- 
fessions can work together and enlist 
public support with assurance that the 
toll can be reduced. 
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Community 
attitudes to 
mental health 


By Maxwell Jones, M.D., 
M.R.C.P. (Edin.), D.P.M. 


Dr. Jones, on leave from his post as di- 
rector, social rehabilitation unit, Belmont 
hospital, Sutton, Surrey, is serving this 
academic year as commonwealth visiting 
professor in psychiatry at Stanford (Cali- 
fornia) University. He also serves as con- 
sultant in mental health to the World 
Health Organization, Geneva, Switzer- 
land. Through his efforts the idea of a 
therapeutic community as a method of 
group therapy and as a specific technique 
for patients with severe personality prob- 
lems was developed. His success with 


*Reprinted from The Welfare Bulletin, April- 
June, 1960. 


the use of the community in the rehabili- 
tation of the mentally ill has gained him 
international recognition. The following 
is Dr. Jones’ address given at the 12th 
annual Mental Health Dinner, Grand 
Ballroom, Conrad Hilton, Chicago, on 
May 2, 1960. 


The combined effect of physical treat- 
ments, including tranquilizers and social 
rehabilitation, has been to make many 
more psychotic patients well enough to 
return to at least a limited existence in 
the outside world. The degree of im- 
provement in the remission rate in 
schizophrenia has not yet been fully 
assessed, but fairly comprehensive studies 
have been reported from both sides of 
the Atlantic. Brown’ and his associates 
in London studying post-hospital adjust- 
ment in a group of 229 chronic patients 
found that 68% of these patients succeed- 
ed in remaining out of hospital for at 
least a year, and of these 66% were rated 
as showing either full or partial social 
adjustment. Successful outcome was as- 
sociated with the patients’ clinical state 
on discharge, with their subsequent em- 
ployment, and with the social group to 
which they went: patients staying with 
siblings or in lodging did better than 
those staying with parents, with wives, 
or in large hostels. 

Freeman and Simmons’ in America 


studied psychotics discharged from hos- 
pitals and contrasted the outcome of 
those who returned to conjugal and to 
parental settings. They found that the 
wives have higher expectations of per- 
formance in relation to the recovered 
patient than do parents. The same ten- 
dency to involve families in the treat- 
ment and management of their sick 
members in collaboration with psychia- 
trists is a current trend in all types ef 
psychiatric illness. The day hospital is 
one example of this trend and the much 
quoted experience at Worthing’ in Eng- 
land was that during 1957 the anticipat- 
ed admissions to the parent mental hospi- 
tal at Graylingwell dropped by 56%, and 
in the following year (1958) by 62% 
compared with 1956. This means that 
many patients who in previous years 
would have presumably been admitted 
to hospital were now being cared for in 
oe community on an outpatient day care 
is. 

One effect of this change is to put new 
kinds of stress on the community. The 
family are encouraged to keep “Grannie” 
at home and make do with psychiatric 
help as required. The general practition- 
er is more actively involved and by ne- 
cessity is brought into much closer col- 
laboration with the psychiatrist than 
previously. The local health authorities 
have greater calls on their resources and 
more extensive training in the psychiatric 
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aspects of their work is becoming neces- 
sary for public health nurses and so on. 

These changes have come about large- 
ly as a response to improved treatment 
methods in hospitals and a greater aware- 
ness of the role of the patient in social 
rehabilitation. One could say that these 
changes have occurred largely within the 
past 10 years or even less. It is com- 
paratively easy to change the culture of 
a hospital where the role of the doctor 
is preeminently that of a leader and the 
whole culture is or should be geared to 
therapy. This motivating force is a uni- 
fying factor to an extent that is impos- 
sible in the much more complex and ex- 
tensive outside society. Patients have 
come to feel a new responsibility for their 
fellow patients and doctors have become 
interested in their patients as people, but 
have we any right to assume that the 


rapid change of opinion in hospitals will 
be matched by a correspondingly rapid 
change in opinion outside? 

To start from the beginning, how well 
are we informed about public opinion in 
general towards mental illness? The Na- 
tional Opinion Research Center of the 
University of Chicago has carried out 
more than 3500 interviews with a cross- 
section of American adults since 1950. 
Shirley Starr‘ reports that only eleven 
per cent of the sample studied believe 
that a psychotic cannot get better again. 


On questions relating to recommending 


psychiatric facilities the positive answers 
were generally better than fifty per cent. 
When the respondent is asked what 
mental illness means to him, generally he 
distinguished between “nervous condi- 
tions” and “insanity” and included both 
as forms of mental illness. In effect, he 


agrees with the modern psychiatric dis- 
tinction between psychoses and the per- 
sonality disorders and includes both as 
forms of mental illness. In another con- 
text, however, when the respondent is 
not self-consciously giving a definition 
but is speaking spontaneously, he tends 
to slip into an identification of mental 
illness with psychosis only. He does not 
honor his earlier agreement that person- 
ality disorders are part of mental illness 
too. 

Other studies have dealt with the prob- 
lem of changing community attitudes 
toward mental health but the results of 
such studies are conflicting.”* It may be 
that we can, in time, achieve new skills 
in altering community attitudes towards 
mental illness, and here lies a whole area 
for future study. There is a possible 
analogy here with the therapeutic com- 
munity concept. In the latter the nurses 
who once played a largely custodial role 
are now, when personality factors and 
training permit, playing an essentially 
therapeutic one. How far this pattern 
can repeat itself, now substituting family 
members for nurses and treating the pa- 
tient in the home instead of in hospital, 
remains to be seen. In these two situa- 
tions the psychiatrist theoretically should 
be equally competent. How far is this 
true in the current European or Ameri- 
can scene? How competent is a psychia- 
trist or a social worker as currently 
trained to assess the nature and degree 
of disorganization within a family? To 
determine who really is the sick mem- 
ber? How willing is either to change his 
role and operate in the patient’s home 
milieu rather than in his office? It would 
seem that as yet there is no adequate 
training in social psychiatry. 

It would seem that the idea of a men- 
tal hospital as such is becoming out-of- 
date. In Britain the new mental health 
bill does away with the designated hos- 
pital and any hospital may now have 
psychiatric beds where patients may 
come and go without any formality what- 
soever. In addition, commitment proce- 
dures, which are now invoked in only 
13.5% of all admissions to mental hospi- 
tals, will be still further simplified by re- 
quiring two medical certificates only and 
no legal involvement at all. Review tri- 
bunals are available to any patient who 
may wish to dispute his commitment and 
the chairman of his tribunal will be a 
lawyer. Virtually all mental hospitals in 
Britain offer outpatient facilities to the 
areas which they serve, and psychiatric 
specialists make frequent domiciliary di- 
agnostic visits (22,809 such visits were 
paid in 1958) to the patient in his home. 
In progressive mental hospitals the medi- 
cal staff may spend about half their time 
in hospital and half their time in the 
extramural services. 


The hospital already is beginning to 
feel bypassed and nurses are asking for 
roles that are more community centered. 
The center of teaching, psychiatric as- 
sessment and short term treatment is 
passing to the small diagnostic unit at- 
tached to the general hospital. The men- 
tal hospitals probably will tend to be- 
come long stay annexes and one is pre- 
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sented with the rather tragic anomaly 
that the very people who have given so 
much to the progressive aspects of Brit- 
ish psychiatry may find themselves rele- 
gated to a relatively unimportant role. 
However, this is probably more a symp- 
tom of reaction to change than a reality, 
and the vitality that produced the change 
will probably achieve a solution. Given 
patients who as a group will in most 
cases be capable of only a marginal ad- 
justment in outside society if at all, then 
what sort of social organization should be 
evolved to give them the optimal social 
conditions compatible with their mental 
state? It is possible that something more 
like a village settlement than a hospital 
will emerge. 

Already several mental hospitals have 
demonstrated the feasibility of employing 
even disturbed and hallucinated schizo- 
phrenic patients on paid production work 
in a hospital factory doing contract work 
for outside firms."* Such a functional 
role has been shown to improve the so- 
cial adjustment of such long stay patients 
and that they are capable of working 
harmoniously with ordinary people.’ At 
Embreeville State hospital in Pennsyl- 
vania and Mapperly hospital in Notting- 
ham, England, some long stay patients 
look after their own wards. In Southern 
Nigeria, Doctor Lambo has found that 
the new mental hospital built by the 
British is feared by the local inhabitants 
who view a hospital as a place where 
people go to die. Not having had mental 
hospitals in the past they were unaffect- 


ed by the custodial excesses which we 
associate with mental hospitals in the 
West during the past hundred years. 
Taking the local village culture into ac- 
count he felt that the patients would be 
happier and get better sooner if they 
lived in familiar surroundings. He found 
a village which was prepared to absorb 
mental patients and their families. This 
has proved to be so successful that two 
other village settlements have been start- 
ed. This experience has much in com- 
mon with the centuries-old family treat- 
ment program in Geel, Belgium. These 
various examples point the way to social 
organizations for the treatment of mental 
patients quite different to the mental hos- 
pital as we have conceived it in the past. 

In brief, it seems that a social revolu- 
tion has started in psychiatry and no one 
can yet foretell where it will lead us. It 
seems certain that the mental hospital 
will change fundamentally. It will prob- 
ably become much smaller or, as a com- 
promise, the large hospital will break 
down into several smaller semi-autono- 
mous units.” The social structure of the 
future hospital may well change in the 
direction of more ordinary “village set- 
tlements” with their own factories, the 
maximum possible range of role playing 
opportunities and a large degree of self 
determination. 

Along with this may well go a radical 
change in medical and staff roles gener- 
ally. The center of gravity of psychiatric 
endeavor may well move from the state 
hospital to the small assessment teaching 


and treatment unit in the general hospi- 
tal, with a concurrent development of 
much more active community services 
and greater involvement of the general 
practitioner and local social service agen- 
cies. 

Titmuss" has warned us against over 
optimism regarding economy when home 
treatment is compared with hospital 
treatment. Nor do we know how com- 
munities will react to the role for which 
they are being cast by psychiatric the- 
orists. We need to know much more 
about community attitudes to mental 
health and how, if possible, to modify 
these ways favorable to the betterment 
of mental health. 
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Blood pressure 
level and mortality 


among men* 


Mortality is higher among people whose 
blood pressure is above average than 
among those whose blood pressure is 
average or lower; generally, the higher 
the level of blood pressure the greater is 
the excess mortality. New data on the 
relation of systolic and diastolic pressures 
to mortality are available from the Build 
and Blood Pressure Study, 1959, by the 
Society of Actuaries; the investigation is 
based upon the records of men who, 
after medical examination, were accepted 
for life insurance either as standard or 
as substandard risks. Apart from elevat- 


Reprinted from Statistical Bulletin, Metropoli- 
tan Life Insurance Company, July 1960. 

This article deals with major findings and 
implications of the Build and Blood Pressure 
Study, 1959, recently published by the Society 
of Actuaries. This investigation covered the ex- 
perience of several million people insured by 
26 large Life insurance companies in the United 
States and Canada during the period 1935-53. 


ed blood pressure, these men were either 
free of impairment or had only such mi- 
nor impairments as would not bar them 
from obtaining standard insurance. 

The mortality ratios among men ac- 
cording to age at issue and blood pres- 
sure level was noted. Data are presented 
only for those cases where both the asso- 
ciated systolic and diastolic readings are 
above average for the insured, except 
that in a few cases among men over age 
50, the systolic reading was in the range 
of average pressures. For each combina- 
tion of readings, the mortality ratio ex- 
ceeds that for all standard risks, which 
is taken as 100 per cent. For each age 
group, the mortality ratios show a pro- 
nounced upward trend with increase in 
either the systolic or diastolic level, and 
more rapidly with elevation in both. For 
example, at issue ages 40-49 the mortal- 
ity ratio for men with systolic blood 
pressures of 128-137 mm. increases from 
139 percent among those with diastolic 
pressures of 83-92 mm. to 263 percent 
among those with diastolic pressures of 
98-102 mm. Similarly, at the same ages, 
the mortality ratio for men with diastolic 
pressures of 93-97 mm. rises from 156 
percent among those with systolic pres- 
sures of 128-137 mm. to 319 percent 
among those with systolic pressures of 
158-177 mm. In interpreting the results, 
account must be taken of the more care- 
ful selection of risks with greater eleva- 
tions of blood pressure. This may ex- 


plain in part the exceptions to the gen- 
eral upward trend in the mortality ratios 
with increase in elevation of blood pres. 


sure. 

For like blood pressure levels, the mor- 
tality ratios are generally higher for the 
younger than for the older men. Thus, 
among men with systolic pressures of 
138-147 mm. and diastolic pressures of 
83-92 mm., the mortality ratio decreases 
from 198 percent at issue ages 30-39 to 
149 percent at issue ages 50-59. This 
finding is not surprising in view of the 
larger proportion of men with elevated 
blood pressures at the older ages. Be- 
cause of this larger proportion, the extent 
of departure from the average blood 
pressure for the systolic and diastolic 
groups is relatively smaller for the older 
men. 

The study gives clear evidence that 
blood pressures which are somewhat be- 
low average are associated with lowest 
mortality. To illustrate, at issue ages 30- 
59 the mortality ratio is approximately 
75 percent of standard for men with 
systolic blood pressures of 98-127 mm. 
and diastolic pressures of 48-67 mm. 

The excess mortality among men with 
elevated blood pressure is attributable 
largely to the cardiovascular-renal dis- 
eases. Not only do these diseases record 
a higher death rate among men with 
above-average blood pressure than among 
standard risks but, more important, they 
account for a large majority of the total 
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Lethargy in 
Drug Treatment 
of Hypertension 
Of 446 Hypertensive 
and Mixed Anxiety Patients 


Treated With Harmonyl®, only 13— 
2.9% —Reported Lethargy 
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Presented are notes from four clinical studies. 
Harmony] was used as sole agent of therapy by 
446 mixed hypertensives, and patients with mild 
functional /psychiatric disorders. Only thirteen re- 
ported lethargy (9 mild) concurrent with therapy 
—an incidence of 2.8%. 


Study #1. Two hundred and patients 
treated in bol gga practice, at hospital outpatient 
clinics, in office psychiatric practice. Average 
initial dosage of Harmony] was 0.1 mg. to 0.25 mg. 
three or four times daily. No patient received more 
than 6 mg. daily. Nine reports of lethargy (all mild). 
Study #2. Eighty patients with ey essential hy- 
rtension were studied via “double-blind” method. 
ean daily dosage of Harmony] was 0.25 mg., with 
a minimum dosage of 0.1 mg. and a maximum of 
0.5 mg. daily. One report of ethargy. 
Study #3. Forty patients with hypertension and anx- 
iety neurosis . . . from mild to moderately severe. 
Half of the group had received other antihyper- 
tensive agents at one time or another; these were 
discontinued before and throughout the study. 
Usual dosage of Harmony] was 0.1 mg. three times 
daily after meals. Sometimes an additional dose 
was taken at bedtime. Two reports of lethargy. 


Study #4. Forty-three patients with tension and 
anxiety problems typical of those seen in general 
practice. Studied by “double-blind” method. Dos- 
age was 0.25 mg. Harmony] three times daily. One 
report of lethargy. 

Generally speaking, these investigators feel 
Harmony] therapy produces the desired results 
with fewer and less severe side-effects than are 
sometimes seen with other agents. There is less dis- 
ruption of the patient’s ability to live and work 
normally, and there is seldom any need to curtail 
or discontinue Harmony] treatment because of side 
reactions. 


1. Billow, B.W. et al, The Use of a New Rauwolfia Derivative, Deserpi- 
Mild Functional Disturbances and Office Psychiatry, N.Y. J. 


dine, in Mil 
Med., 39: 1789, May, 1959. 
2. Winsor, _ oh Comparative Effects of Various Rauwolfia Alkaloids in Hy- 
rtension, Diseases of the TE a aes » April, 1959 
3. Rawls W.B. and Evans, W.L. Experiences 1 with Carnie NY 
dine in ment of and Anxiety N 
a 


J. Med., 3 1774 y, 1959. 
hman, I ,, Pranquilizers i in Gen Practice and =~ Evalua- 


4, eral 
tion of hn jidine, An Alkaloid of Rauwolfia Canescens, Med. Ann. 
District of rpidine, 27:641, December, 1958. 
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avoroDIURIL with RESERPINE 


HYDROPRES can be used: 


¥ alone (In most patients, HYDROPRES is the only antihypertensive medication needed.) 


» as basic therapy, adding other drugs if necessary (Should other antihypertensive 
agents need to be added, they can be given in much lower than usual dosage so that their side effects are 


often strikingly reduced.) 


> as replacement therapy, in patients now treated with other drugs (in patients 
treated with rauwolfia or its derivatives, HYDROPRES can produce a greater antihypertensive effect. More- 
over, HYDROPRES is less likely to cause side effects characteristic of rauwolfia, since the required dosage 
of reserpine is usually less when given in combination with HydroDIURIL than when given alone.) 


HYDROPRES-25 HYDROPRES-50 


25 mg. HydroDIURIL, 0.125 mg. reserpine. 50 mg. HydroDIURIL, 0.125 mg. reserpine. 
One tablet one to four times a day. One tablet one or two times a day. 


If the patient is receiving ganglion blocking drugs or hydralazine, 
their dosage must be cut in half when HYDROPRES is added. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 
mQo MERCK SHARP & DOHME, pDiviSiION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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death toll. The mortality ratio trom the 
heart and circulatory diseases among men 
with moderately elevated systolic or di- 
astolic blood pressure is 138 percent; the 
mortality ratio rises to 282 percent for 
men with marked elevation in both sys- 
tolic and diastolic pressures Even greater 
is the ratio for vascular lesions of the 
central nervous system (chiefly cerebral 
hemorrhage), which is more than six 
times as high among men with markedly 
elevated blood pressure as among stand- 
ard risks. Nephritis, accounting for a 
relatively small proportion of the deaths, 
also shows a high mortality ratio among 
men with markedly elevated blood pres- 
sure, probably reflecting the association 
of renal disorders with hypertension. 

The mortality ratios from diabetes are 
also generally high; this is in line with 
clinical findings, which show a consid- 
erable frequency of hypertension in dia- 
betics. The digestive diseases likewise 
show a higher mortality among men with 
elevated blood pressure than among 
standard risks. 

The findings of the Build and Blood 
Pressure Study, 1959, are in complete 
accord with previous insurance investi- 
gations. Consistently, they indicate that 
even relatively modest elevations in blood 
pressure, as reported at the time of in- 
surance examination, tend to be asso- 
ciated with significantly excess mortality. 
The underlying reasons for this increased 
mortality and the means for its control 


ultimately rest on new information de- 
rived from continued basic research on 
the mechanisms involved. 


Many women killed 


in accidents* 


Accidents take about 11,000 lives a year 
in the United States among women 15-64 
years of age—more than twice the death 
toll from pneumonia and nearly 5 times 
that from tuberculosis. Accidental in- 
juries are among the leading causes of 
death throughout this broad range of 
ages and outrank every other cause dur- 
ing adolescence and early adult life. 

No progress has been made during re- 
cent years in reducing the accident death 
rate among women under age 65. During 
the period 1950-57, the annual death 
rates at these ages fluctuated about the 
level of 20 per 100,000 for white women 


*Reprinted from Statistical Bulletin, Metropoli- 
tan Life Insurance Company, June 1960. 


and of 30 per 100,000 for nonwhite 


. women, 


The variations in accident mortality 
according to age are noteworthy, Among 
white women, the death rate from this 
cause in 1956-57 decreased from 999 
per 100,000 at ages 15-19 to a minimum 
of 13.9 per 100,000 at 25-34 years, but 
thereafter increased progressively with 
advance in age to 31.5 per 100,000 at 
ages 55-64. Among nonwhite women, 
however, each successive age group re. 
corded an increase in mortality, 

The nonwhite women in this study ex. 
perienced an appreciably higher accident 
death rate than the white women at each 
group beyond adolescence. The ratio 
was about 1% to 1 at ages 20-24, nearly 
2 to 1 at 25-44 years, and almost as high 
at ages 45-64. Only at ages 15-19 was 
the accident mortality lower for the col- 
ored than for the white, the rates being 
19.8 and 22.2 per 100,000, respectively, 

Motor vehicle accident fatalities far 
outnumbered those sustained in any other 
type of mishap among both white and 
nonwhite women. In 1956-57, motor ve- 
hicle accidents accounted for three fifths 
of all fatal injuries among white women 
at ages 15-64 and for nearly half of the 
total among the nonwhite. The propor- 
tions were particularly high in adoles- 
cence but decreased with advance in age. 
Among white women, the proportion of 
motor vehicle accident fatalities dimin- 
ished from four fifths at ages 15-19 to 
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‘analgesic antipyretic 


for symptomatic relief 


aches - fever - pain - respiratory tro 
congestion . 


Dosage: Adults and older children: One or two 
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of age: One tablet t.i.d. as required. a 
Supplied: Bottles of 100 and 1000. 

Each orange and yellow layered tablet contains: a 
‘Sudafed’® brand Pseudoephedrine ae 20 mg. 
‘Perazil’® brand Chlorcyclizine Hydrochloride. . 
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nearly one half at ages 55-64, and among 


the nonwhite, from three fifths to two 
fifths. The large majority of women 
killed in motor vehicle accidents were 
occupants of automobiles—either passen- 
gers or drivers—when they sustained 
their injuries. 

Falls ranked second, and fires and ex- 
plosions third as causes of accidental 
death among white women in the age 
range 15-64 years. Among nonwhite 
women, however, the ing of these 
two types of accidents was reversed. The 
loss of life in fires and explosions was 
relatively 3 times as high for nonwhite 
as for white women. It is pertinent to 
note that the death rate from accidental 
falls increases fairly rapidly with age un- 
der age 65; thereafter the rise is extreme- 
ly sharp. Only one tenth of all the wom- 
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en fatally injured in falls are under 65 
years of age. 

Other types of accidents also con- 
tribute to the death toll. Thus, poisoning 
by solids and liquids—mainly the inges- 
tion of barbiturates and other drugs—ac- 
count for about 330 deaths a year among 
women 15-64 years. Somewhat lesser 
numbers of lives are taken by drowning, 
poisonous gas, and 

When the various types of accidents 
are classified according to the place in 
which they occur, it is found that mis- 
haps in and about the home account for 
only one fifth of the fatal injuries among 
women at ages 15-64. Even more sur- 
prising, fewer than 50 deaths a year oc- 
cur among women in industrial places, 
despite the many millions of women 
gainfully employed in the United States. 


The anatomy 


of an accident* 


Albert L. Chapman, M.D; 


Accident is a word applied to the culmi- 
nation of a series of events which result 
in harm to the individual or damage to 


property. 

Accidents originate in unsafe acts. The 
end result of a small proportion of unsafe 
acts is an accident. , 

A small proportion of accidents result 
in accidental injuries. Accidental deaths 
are the end results of a very much 
smaller proportion of accidents. 

In essence no accidental death, no ac. 
cidental injury, in fact no accident, can 
occur unless it is preceded by an unsafe 
act. 

Therefore, the most important element 
that accident prevention programs must 
seek to eradicate are unsafe acts them- 
selves. 

An example may serve a useful pur- 
pose. A mes wilbieg slong. 
was hit on the head by a flowerpot. His 
skull was . Two days later he 
died. Here was an accident, an acci- 
dental injury, and an accidental death. 
But where was the unsafe act? 

Is it to be presumed that to be safe 
one must never walk on the sidewalks of 
a busy city street? 

No! The victim of this accident en- 
gaged in no unsafe act, but—there was 
one—in fact there were at least two un- 
safe acts. 

The mother who, to liven up her drab 
apartment, placed a potted plant on the 
window sill committed the first unsafe 
act. She had never been conditioned to 
think in terms of accident prevention. 
She gave no thought to the eventual con- 
sequences of what she did. The child 
who leaned out of the window to peer 
at the crowd below and in so doing 
brushed the potted plant off the window 
sill committed the second unsafe act. 

Other unsafe acts were involved, of 
course. The building should not have 
been built with sills directly over the 
sidewalks and there should have been 
regulations prohibiting such dangerous 
practices as putting a potted plant on a 
window sill. 

If the first or third unsafe act had not 
occurred, the second unsafe act would 
not have been possible. 

This illustration serves to demonstrate 
that individuals cannot by living safely, 
and behaving safely, always insure them- 
selves against accidental injury or death 
due to the ignorance or carelessness of 
others. 

Accident prevention indoctrination 
must be directed not only toward self- 


De ‘Chapman is Assistant Surgeon General and 
chief of the Division of Special Health Services, 
Public Health Service. 
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preservation but also toward the protec- 
tion of others. 

In considering ways and means of pre- 
venting accidental deaths and injuries 
then the aim must be to prevent, or at 
least to greatly decrease, the incidence 
of unsafe acts. This is true since no one 
can predict precisely which unsafe act 
will result in an accidental death or in an 
accidental injury. 

This same illustration demonstrates this 
point. If no one had been in the path of 
the falling flowerpot, the two unsafe acts 
which were committed would have 
caused an accident (the breaking of the 
flowerpot), but there would have been 
no accidental injury or death. 

An accident has several sides. One side 
is the environmental side—the flowerpot 
on the window sill over the sidewalk. 
Another side is the human, or biological 
side—the act of placing the flowerpot on 
the window sill could have been avoided, 
and even after the flowerpot was placed 
on the window sill it was only knocked 
off by the act of an individual. 

All of us live in an environment which 
is potentially dangerous, even lethal, de- 
pending upon circumstances, some of 
which are subject to our own control— 
some of which are subject to the control 
of others. 

There is no such thing as a “safe” en- 
vironment. There can only be “safer” 
environments. Human behavior, condi- 
tioned by physical, physiological, and 
emotional factors of great degrees of 
complexity, determine the occurrence or 
nonoccurrence of accidents far more 
often than environmental factors per se. 

There is no such thing as a “safe” per- 
son. However, persons who have been 
motivated, trained, and conditioned to 
behave safely are much “safer” individ- 
uals than persons not so motivated, 
trained, and conditioned. 

No matter how thoroughly an environ- 
ment has been screened for accident- 
causing potentials, an unsafe person may 
have an accident or may cause an acci- 
we to happen if the circumstances are 
right. 

In addition then to emphasizing the 
need to help people to adapt themselves 
to living safely in whatever environment 
they find themselves, there is a co-equal 
need to change the environment in such 
a way that it is less likely to invite acci- 
dents. 

The paucity of human and financial 
resources available for expenditures in 
educating, training, and conditioning in- 
dividuals to adjust safely to their habitat 
makes it imperative to conduct studies, 
call them epidemiological if you will, 
that will identify those human character- 
istics which are most productive of acci- 
dents. If this is not done, our relatively 
meager resources will be expended on 
activities that have the potential for sav- 
ing only a few lives while activities 
which have the potential for saving 
many lives are left undone. 

Examples of the types of studies which 
can give direction to community safety 
activities are: 

e Determining through surveys in 
homes the actual places where medicines 
and household poisons are 
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e Investigating the causes of home 
fires: for example, faulty electrical wir- 
ing, mishandling of kerosene, and im- 
proper storage of flammable materials. 

e Studying the circumstances surround- 
ing drownings in a community. These 
can shed considerable light on causative 
factors, many of which are subject to 
correction: age, sex, and swimming abil- 
ity of the person drowned; enclosure of 
fishponds and swimming pools; and arti- 
ficial respiration attempted, if any. 

This obvious plea to apply scientific 
counting methods in order to identify the 
major factors which cause accidents in 
each locality must, of course, be modified 
by the need to take advantage of the pe- 
culiar interest of each individual and of 
each community group, 

Logic is quite alien to many communi- 
ty activities. Logic alone should not de- 
ter anyone from doing the best that can 


be done under existing circumstances. 

Another major factor to be considered 
in mounting an attack on accidents is the 
existence or absence of specific measures 
which will prevent a certain type of acci- 
dent. 

For example, there may be widespread 
community interest in the development 
of a poison control program, yet there 
may be little interest in making radical 
changes in driver-licensing laws. 

A local poison control program may 
have the potential of saving only 5 lives 
a year, whereas making the requirements 
for driver licensing much more drastic 
may have the potential for saving 50 
lives a year in the same community. 

The first program is much easier for 
the lay person to understand; it involves 
no great sacrifice of personal liberty, and 
it can actually be developed as a part of 
existing institutions and organizations. 
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BRAND OF FERROCHOLINATE® 


CHELATED IRON... like the iron of hemoglobin... clin- 
ically confirmed as effective in hematopoiesis!...with a 
built-in molecular barrier against g.i. intolerance and systemic 
toxicity..2 Permits administration on empty stomach for 
greater iron uptake...safeguards children in the home 
against growing problem of accidental iron poisoning.? 
PLUS ESSENTIAL VITAMINS... effective levels of B,,, folic 
acid, five other B vitamins, and C — with particular empha- 
sis on pyridoxine, especially important during pregnancy. 


Usual Dosage: 1 tablet t.i.d. 


Also Available: CHEL-IRON Tablets, Liquid, and Pediatric Drops. 


1, Franklin, M., et al.: J.A.M.A, 166:1685, 1958. 2. A.M.A. 
Council on Drugs: J.A.M.A, 171:891, 1959, 3 A.M.A, 
Committee on Toxicology: J.A.M.A, 170:676, 1959. 
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TABLETS 


TRADEMARK 


Columbus, Indiana 


The latter program is much more re- 
motely associated with accident preven- 
tion; its beneficial effects are more diffi- 
cult to appreciate, it involves more de- 
privation of personal liberty (a license), 
and hence must await the preparation of 
the community mind for its fulfillment. 
This may take many years. 

In summary, then, the fundamental 

nature of accidents and the inevitable 
association of unsafe acts, accidental in- 
juries, and accidental deaths must be 
imparted not only to community leaders 
but to the public—to the man on the 
street. 
The fact that there can be no monop- 
oly in accident prevention by individuals 
or groups is a basic tenet. Every person, 
every organization, and every agency 
has a personal as well as an organiza- 
tional contribution to make to the safety 
movement. 
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Leadership, of course, can best stem 
from specific organizations whose sole 
function is to prevent or bring about the 
prevention of accidents. I am speaking 
specifically of the National Safety Coun- 
cil and State and local safety councils as- 
— with the National Safety Coun- 


Finally, a simple truth must be im- 
planted firmly in every mind; namely, 
that accidents don’t happen, they are 
caused—they are caused by what people 
do or by what they fail to do. 

Acceptance of this truth means that 
one must admit that since human action 
can be modified, accidents with rare ex- 
ceptions are preventable occurrences, and 
that the same resources mobilized to 
combat heart disease, cancer, and mental 
illness should be committed in much 
Paes amounts to the prevention of acci- 

ents. 


Forty years 
in rehabilitation 
of youth* 


Henry H. Kessler, M.D.¢ 


The past 40 years have seen many 
changes in the status of physically handi- 
capped children. Both the incidence and 
the character of physical impairment 
have been affected by the natural history 
of disease as well as advances in im- 
munology and surgical technology. 

Forty years ago, the orthopedic hospi- 
tal with which I am associated contained 
100 cases of bone tuberculosis. The vic- 
tims of the 1916 polio epidemic filled 
our beds, but at the same time provided 
us with the material from which we 
learned the fundamentals of orthopedics. 
Each day, one could hear the sound of 
the Grattan osteoclast cracking the bones 
of rachitic bowlegs and knockknees. 

Today it is difficult to demonstrate a 
single case of bone tuberculosis to the 
residents. The Salk and Sabin vaccines 
hold a promise of eliminating the scourge 
of poliomyelitis. Rickets is a rare phe- 
nomenon in any civilized community. 

So, too, early case finding and referral 
and the development of new surgical 
techniques have reduced the number and 
severity of crippled children. Antibiotics 
have changed the picture of malignant 
osteomyelitis, once the formidable surgi- 
cal foe in the early years of my prac- 
tice. In the cardiac field, revolutionary 
changes in technical methods and ingeni- 
ous engineering devices hold out new 
hope for the congenital and the acquired 
cardiac cripple. 

But in spite of these advances, cerebral 
palsy is still with us. Accidental injuries 
in children are on the increase and they 
are one of the chief causes of death in 
children. We are still plagued with the 
problem of the congenital amputee, the 
dysplasias, and other congenital defects. 
Saturation of the air with radioactive 
dust does not promise a reduction in the 
incidence of these latter categories. 

Along with the technological advances 
have come changing concepts of care for 
handicapped children. We have seen the 
evolution from the compassionate con- 
cern of a community to the establishment 
of organized services for these children. 
At first, these were limited to asylum and 
custodial care, but they finally evolved 
into the modern concept of a dynamic 
rehabilitation program with its total serv- 


+tDr. Kessler is Medical Director, Kessler Insti- 
tute for Rehabilitation. This article 
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A TOPICAL FUNGICIDE FOR TOPICAL FUNGOUS INFECTIONS 


Athlete’s foot is caused by fungi invading the horny, keratinized 
layers of the skin that are not reached by the normal blood supply. 
Desenex applied topically to superficial fungous infections brings the 
antifungal undecylenic acid and zinc undecylenate into direct contact 
with the fungi. Hundreds of thousands of cures in athlete’s foot have 
resulted from topical treatment with Desenex — proved to be among 
the least irritating and best tolerated of all potent fungicidal agents. 
Pennies per treatment — Desenex Ointment may be applied liberally 
to both feet every night for a week and a half from a single tube. 
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on the pathogenesis 
of pyelonephritis: 


“An inflammatory reaction here [renal papillae] 

may produce sudden rapid impairment of renal 

function. One duct of Bellini probably drains more 

than 5000 nephrons. It is easy to see why a small 

abscess or edema in this area may occlude a por- 

tion of the papilla or the collecting ducts and may 

produce a functional impairment far in excess of 

that encountcred in much larger lesions in the 

cortex.”’! 
The “exquisite sensitivity”? of the medulla to 

infection (as compared with the cortex), highlights 

the importance of obstruction to the urine flow in 

the pathogenesis of pyelonephritis. “There is good 

cause to support the belief that many, perhaps. 

most, cases of human pyelonephritis are the result ‘ 

of infection which reaches the kidney from the 

lower urinary tract.” 
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ing. Supplied: Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 


References: 1. Schreiner, G. E.: A.M.A. Arch. Int. M. 102:32, 1958. 2. Freedman, L. R., and Beeson, P. B.: Yale J. Biol. & Med. 30:406, 
1958. 3. Rocha, H., et al.: Yale J. Biol. & Med. 30:341, 1958. 


° NITROFURANS—a unique class of antimicrobials 
EATON LABORATORIES, DIVISION OF THE NORWICH PHARMACAL COMPANY, NORWICH, N. Y. 
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“Confidence” is a word of great importance in the healing 
arts, as every doctor well knows. Both the doctor’s con- 
fidence in his own ability and the patient’s confidence in 
the doctor are essential to the physician’s effectiveness. 


One of the best tools for building confidence is under- 
standing. The patient who understands the training which 
his osteopathic doctor has received and who is familiar with 
the standards of practice and hospital care which the osteo- 
pathic profession maintains will have confidence in the 
health care which he receives. 


HEALTH magazine, published by the American 
Osteopathic Association, is an excellent vehicle for pro- 
viding this understanding. HEALTH is written for the 
layman and provides him with the information he seeks 
about disease, modern health care techniques and new 
scientific developments. 


HEALTH explains the essential facts about the osteo- 
pathic profession—its colleges, hospitals, specialties and 
research programs. HEALTH is a friendly, informative 
and accurate link between the osteopathic profession and 
the interested layman. 


Cost for each copy, including envelope, is 10c. 


Forward your /ist of recip/ents. 
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a nonsedative tranquilizer that works 


DORNWAL 


(brand of amphenidone) 


for greater therapeutic effectiveness in 
anxiety and tension with lowest inci- 
dence of side effects for the outpatient 


> 


Indications: Anxiety and tension states, tension headaches, pre- and post- 
operative apprehension, anxiety coexistent with gastrointestinal, dermato- 
logie, gynecologic, cardiovascular and other functional or organic disorders, 
behavior disorders in children associated with anxiety and tension. 

Dose: Adults, one or two 200 mg. tablets three times a day. Children, 6 to 16, 
one or two 100 mg. tablets two times a day. Administration limited to three 
months duration. 

Supplied: 200 mg. yellow seored tablets, and 100 mg. pink tablets, each in 
bottles of 100 and 500. 

*Nodine, J. H.; Bodi, T.; Slap, J.; Levy, H. A., and Siegler, P. E.: Human 
bioassay of tranquilizers in psychosomatic disorders, Scientific Exhibit, 
American Medical Association Annual Meeting, Miami Beach, Florida, 
June 13-17, 1960. 

Maltbie Laboratories Division, Wallace & Tiernan Incorporated, Belleville 9, N. J. 
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THE FACTS ABOUT MER/29 


/ reduces total body cholesterol 
in 8 out of 10 
—and these ave the patients 


most likely to benefit 


your patient with high cholesterol levels... 


MER/29 reduces both serum and tissue cholesterol, irrespective of diet.' 
In 463 patients, the mean cholesterol was reduced from 324 mg.% to 
253 mg.% — an average decrease of 71 mg.%.”* 


your patient with angina pectoris... : 
concurrent benefits have been reported in some patients receiving 
MER/29. These include decreased incidence and severity of attacks, 
improved ECG patterns, diminished nitroglycerin requirements, and 
incréased sense of well-being.’*”” 


_ your patient with postmyocardial infarction... 


while more time is needed to determine the over-all prognostic signifi- 

cance, it has been observed that MER/29 “... reduced morbidity and 

mortality rates below those of control series during the first year follow- 
ing coronary. thrombosis.” 


your patient with generalized atherosclerosis... 


atherosclerosis “... has been shown to afflict about 77% of American 
males as early as in the 20-to-30 age range.”” With MER/29 you have 
a new, well-tolerated means of lowering cholesterol — which has been 
considered “... the sine gua non of the atheromatous lesion. 


999 


compatible with other cardiovascular therapies: MER/29 can be used along 
with other measures to control anxiety, hypertension, obesity, and other conditions 
associated with cardiovascular disorders. These include anticoagulants, nitro- 
glycerin, and PETN. 


safety data: Patients have now been treated with MER/29 for relatively long and 
continuous periods. In no case has there been evidence of serious toxic effects on 
the function of any vital organ or system. However, since long-term MER/29 
therapy may be necessary, periodic examinations, including liver-function tests, 
are desirable. Side effects (mausea, headache, dermatitis) are rare and have usually 
been associated with dosages greater than those recommended for effective therapy. 


contraindication: Pregnancy. Since MER/29 inhibits cholesterol biosynthesis, and 
cholesterol plays an important role in the development of the fetus, the drug 
should not be administered during pregnancy. 


supplied: Bottles of 30 pearl gray capsules. 


... the first cholesterol-lowering agent to inhibit the formation of excess 
cholesterol within the body, reducing both tissue and serum cholesterol 


...no demonstrable interference with other vital biochemical processes 
reported to daté 


.. convenient dosage: one 250 mg. capsule daily before breakfast 


... toleration and absence of toxicity established by 2 years of clinical 
"investigation 


(triparanol ) 


References: 1. Hollander, W., and Chobanian, A. V.: Boston M. Quart. 10:37 (June) 1959. 
2. Oaks, W., and Lisan, P.; Fed. Proc. 18:428 (Mar.) 1959. 3. Oaks, W. W., e¢ al: 
A. M. A. Arch. Int. Med. 104:527 (Oct.) 1959. 4, Lisan, P.: Proceedings, Confetence on 
MER/29, Progr. Cardiovasc. Dis. 2:(Suppl.)618 (May) 1960. 5. Oaks, W. W.: Ibid, 
p. 612. 6. Hollander, W.., et al.: Ibid., p. 637. 7. Halperin, M. H.: Ibid., p. 631. 8. Toro, J.: 
Ibid., p. 544. 9. Morrison, L. M.: J.A.M.A. 173:884 (June 25) 1960. 
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now in sizes to meet most parenteral needs 
manufactured. sterilized and controlled by 


BECTON, DICKINSON AND COMPANY - RUTHERFORD, NEW JERSEY 
In Canada: BECTON, DICKINSON & CO., CANADA, LTD., TORONTO 10, ONTARIO 


B-D, YAL@, LUER-LOK, MULTIFIT AND DISCARDIT ARE 


TRADEMARKS OF BECTON, DICKINSON AND COMPANY 


ices of physical restoration, education, 
vocational guidance and training, and 
finally placement into the productive life 
of the community. 

The provision of these services has 
been directed, in large part, by public 
and private agencies. The last 40 years 
have seen the rapid development of these 
agencies into powerful forces influencing 
the social and economic status of large 
numbers of the disabled. Among the vol- 
untary agencies, almost every category of 
disease and defect from polio to muscular 
dystrophy is now represented. These 
agencies provide a wide area of service, 
including not only public health educa- 
tion and direct services but also research. 
Thus, the welfare of crippled children is 
influenced directly and indirectly. 

On the other hand, organized action 
through Government legislation and serv- 
ices has provided large sums of money 
creating a permanent machinery for car- 
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rying out rehabilitation services for the 
disabled. 

Both public and private agencies have 
their strong and weak points. Public 
agencies can exert a powerful influence 
through financial support and profession- 
ally controlled planning and advice. Fre- 
quently, however, the public agency is a 
victim of administrative and regulatory 
practices, budgetary problems, and per- 
sonnel problems that may vitiate its pro- 
gram. Government is frequently accused 
of not having enough heart. 

The private agency, on the other hand, 
may have too much heart but insufficient 
funds, inadequate professional staff or 
coverage; or a poor public and profes- 
sional relations program. 

Ideally, it would appear desirable to 
merge the talents of both public and pri- 
vate agencies for the common good, but 
this is not always a solution. There are 
still many important gaps. 


There are not merely the geographical 
gaps between services available for 
town dweller as compared with the op. 
portunities for rehabilitation for a patient 
living away in the country, not merely 
the gaps between various classes of the 
community or various types of disability 
but gaps in the service itself. The goal, 
as we all know, is a system in which 
early diagnosis and medical treatment, 
specific therapy and medical rehabilita- 
tion, psychological adjustment and social 
welfare, educational opportunity and vo- 
cational counseling, occupational training 
and employment with followup, and the 
provision of any necessary scientific aid 
to mobility and independence follow in 
quick succession. This permits no inter- 
vals for periods of frustration and no 
opportunity for self-pity or the develop- 
ment of an invalid mentality. 


CONTROL OF PHYSICAL DISABILITY 


Many questions are being raised by 
special professional groups concerning 
the validity of the claims of both public 
and private agencies in the control of the 
problem of physical disability in children. 

The role of the doctor in this whole 
program is gradually changing. Ever 
since the dawn of history, the doctor has 
played an important role in society. His 
function has been to preserve health, 
minister to man’s physical and mental 
ills, and prolong life. This traditional re- 
sponsibility of the physician has been ex- 
panded and even modified by the chang- 
ing pattern of our times. 

As a doctor, I naturally view with con- 
siderable concern the downgrading of the 
role of the doctor in the important pro- 
gram of the rehabilitation of the physi- 
cally handicapped child. More and more 
paramedical and nonmedical personnel 
have taken on themselves medical re- 
sponsibilities for which they are not 
qualified. Cerebral palsy clinics are run 
by parents who dictate the program of 
medical and nursing care. Public agen- 
cies impose such restrictions of time and 
money and hospitalization and adminis- 
trative regulation that doctors either have 
to assume the financial burden and subsi- 
dize the care of the handicapped child or 
find themselves unable to undertake spe- 
cific medical and surgical treatment of 
these severely disabled children. 

The bold doctor who would use an in- 
genious method to overcome a severe 
disability is faced by a family with a 
malpractice gleam in their eye. The doc- 
tor remains conservative and deprives the 
child of a much-needed surgical proce- 
dure. Parents, guided largely by superfi- 
cial journalistic and mass media report- 
ing of medical and surgical facts, impose 
their ideas on the doctor. 

I am concerned also with the growth 
of that total apparatus that purports to 
speak for the crippled child. The promo- 
tional material of private agencies as well 
as governmental agencies, the develop- 
ment of mass media, including television, 
the growth of paramedical professional 
groups and the increasing influence of 
the parents of crippled children have 
compounded the problem. Conflicting in- 
terests, unrealistic goals, duplication of 
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services, parental impatience, and apos- 
tolic zeal will not alter an irreversible 
cerebral diplegia. The pendulum has 
swung from doing nothing for the crip- 
pled child to a mass of activity which 
appears to satisfy the parent or the agen- 
cy but does little constructively to de- 
velop the capacities of the crippled child, 
medically or educationally. 

We need not dwell on all of the de- 
fects of the past since we are conscious 
of the great advances that have been 
made in spite of all these defects. Nev- 
ertheless, we can only hope that govern- 
mental bureaus will interpret their admin- 
istrative functions with greater elasticity 
and realism. They have a double respon- 
sibility, that of actually administering the 
law but also of making sure that appro- 
priations for their respective services are 
adequate. 

An enlightened public should support 
these governmental agencies in their 
functions since they cannot do it alone. 
The vast array of private agencies will 
resolve many of their problems by the 
inextricable process of competition for 
the philanthropic dollar. Those worthy of 
support will remain. Those organizations 
who consume the public dollar largely 
with administrative expenses will fall by 
the wayside. 

The work of public and private agen- 
cies sponsoring programs for the rehabili- 
tation of handicapped children might 
very well be supplemented by a third 
force. At the present time most indem- 


nity insurance contracts do not include 
rehabilitation services, although some in- 
surance contracts do provide them. Here 
is an area where some of the gaps of 
the work of public and private agencies, 
certainly in the financial field, could very 
well be closed. Other types of insurance 
as against cancer, polio, or congenital 
deformities are possibilities for the fu- 
ture. 

But the problem is not always a finan- 
cial one. A substantial number of physical- 
ly handicapped children do not receive 
adequate treatment, not for economic 
reasons but for many involved, educa- 
tional, social, and political ones. When a 
child suffers an amputation at the age of 
4 and must wait until he is 18 before he 
is fitted with an artificial leg because his 
physician or his parents believe he should 
wait until he has reached maturity, he is 
a victim of inadequate knowledge on the 
part of the parents. This has nothing to 
do with the cost of medical care. 

Nor has medical care cost anything to 
do with hemiplegics and paraplegics who 
are permitted to remain permanent in- 
valids for lack of knowledge concerning 
the ability to adjust themselves that has 
been provided by newer techniques; or 
the child with a clubfoot who is prevent- 
ed from receiving treatment because of 
the shame of the parent or the inefficien- 
cy and arbitrary attitudes on the part of 
administrative personnel, and thereby be- 
comes a potential liability to the family, 
community, and the Nation. 


The majority of the physically handi- 
capped do not receive adequate care be- 
cause of the lack of public and profes- 
sional knowledge of their possibilities 
and because of the ignorance of facilities 
that are already available to help them 
physically and mentally. One would ex- 
pect that the combined efforts of public 
and private agencies would be enough to 
meet the need both in making the handi- 
capped aware of existing facilities and 
bringing the facilities to them. 

There is still need for emphasizing the 
early detection and the correction of 
physical defects. This is a sound and 
practical principle. The doctor knows 
that a substantial number of physically 
handicapped children treated by stand- 
ard medical and surgical procedures will 
return to a fairly normal status in school, 
community, and neighborhood life with 
minimal to no further services of a social 
or educational character necessary. Spe- 
cial services are required for a relatively 
few. 

Forty years of experience have provid- 
ed overwhelming evidence that the prob- 
lem of physically handicapped children, 
attacked on a scientific as well as a hu- 
manitarian basis by a combination of all 
resources in the medical, educational, so- 
cial, and vocational fields, can be re- 
solved; and that a large percentage of 
these children can be restored to a life 
of happiness and usefulness fitted to fill 
an independent and satisfying place in 
the community. 
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15” back assures effective control 


Here is the sacro-lumbar support particularly designed for stabiliza- 
tion of the entire lower spine . .. OTC Model 829-HS. 

The deep 15” back will cover as high as the eighth dorsal vertebra 
in the average patient, and as high as the tenth in even the very 
tall. In the back, multiple flexible stays and two rigid shaped steels 
deliver stabilizing support to the entire lower spine. Two sets of 
pull straps control the encircling pressure. 


Whatever OTC Support or Orthopedic Appliance you prescribe, you and your patient 
can always expect these benefits: 


@ Therapeutically Sound, designed and constructed to aid you in 
securing the desired therapeutic result. 
@ Expertly Fitted by OTC-trained fitter. 
@ Conveniently Available on your prescription at your OTC author- 
ized pharmacy. 
WRITE for your copy of the reference folder on OTC Professional 
Appliances, designed for doctors’ prescriptions. ASK for your 
OTC authorized pharmacy’s name. 


division of surgical appliance industries, inc. 
DEPT. B ERIE AVE., CINCINNATI 9, OHIO Branches: New York, San Francisco, Ottawa 
Supports Orthopedic Appliances Surgical Hosiery Specialties 
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Science and conscience 


in modern medicine* 


Rene J. Dubos 


Member and Professor 
of the Rockefeller Institute 


In a letter to the chemist Joseph Priest- 
ley, Benjamin Franklin once expressed 
the belief that a time would come when 
“all diseases may by sure means be pre- 
vented or cured, not excepting that of 
old age, and our lives lengthened at 
pleasure even beyond the antediluvian 
standard.” At first sight, we appear today 
close to the fulfillment of Franklin’s op- 
timistic prophecy for we have now solved 
through scientific medicine, many of the 
great disease problems which made life 
so uncertain in Franklin’s time. For this 
reason, one could believe that the in- 
creasingly rapid development of science 
will soon lead us to Medical Utopia. In 
reality, however, the greatest difficulties 
to the achievement of health in the mod- 
ern world will come not from lack of 
scientific knowledge, but rather from so- 
cial limitations which create great prob- 
lems for medical conscience. 


The social environment and the practical 
application of medical knowledge ¢« In 
this discussion, I shall regard health not 
as complete freedom from disease but 
more humbly as a physiological state 
fairly free of pain, and permitting the in- 
dividual to function adequately for a 
reasonable length of time in the social 
environment of which he is a part. Even 
accepting this very limited ideal, it is ob- 
vious that there are many areas of medi- 
cine in which scientific knowledge is not 
sufficient to provide the basis for a ra- 
tional program of action. In other words, 
the need is great for more research on 
disease. But it is also true on the other 
hand that medicine alone cannot solve 
disease problems when social conditions 
are unfavorable. 

Consider for example the obvious fact 
that most of the ailments in the under- 
privileged countries of the world have 
their origin in low caloric intake and in- 
adequate protein nutrition. Refined meta- 
bolic studies on malnutrition may satisfy 
the intellectual curiosity of scientific in- 
vestigators, but they are of little direct 
relevance to the health of the people in- 
vestigated since their primary need is 
enough food of adequate composition, 
presented in a form socially acceptable. 
Likewise, while elaborate epidemiologi- 
cal surveys and sophisticated studies on 
hostparasite relationship can provide in- 
teresting scientific knowledge regarding 
®Delivered at the Dartmouth Convocation on 
the Great Issues of Conscience in Modern Medi- 
cine, Dartmouth College, Hanover, N. H., Sep- 
tember 8, 1960. 
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the prevalence and manifestations of in- 
fectious diseases, the information will be 
of little help in attacking tuberculosis, 
gastro-intestinal disorders, or parasitic 
infestations in the parts of the world 
where these ailments are most common. 
Here again, no significant progress can 
be made until sanitation and the general 
standard of living have been raised to a 
decent level. To a large extent, in other 
words, the scientific aspects of the medi- 
cal problems in the underprivileged parts 
of the world are well understood, and 
the remedial steps to be taken are appar- 
ent. The fundamental difficulties are not 
medical, but reside instead in social and 
economic factors. These factors range all 
the way from the shortage of suitable 
farmland and agricultural machinery, to 
the taboos and ancestral traditions which 
often interfere with needed changes in 
the ways of life even when these changes 
are otherwise possible. 

It might be objected that while these 
limitations are of interest from the point 
of view of global medicine, they have no 
bearing on our own problems, because 
we are prosperous, medically well-in- 
formed, socially minded, and open to 
change. In reality, however, we too are 
prisoners of habits and social structures, 
and for this reason there are large areas 
of the health situation in our communi- 
ties to which we cannot or will not apply 
the available scientific knowledge that 
could contribute to our welfare. 

The examples that I shall quote in 
support of this thesis are trivial, known 
to all, but this is their very merit. For 
they illustrate the kind of paralysis that 
can affect the community as a whole in 
front of problems which are well recog- 
nized, on which action is desired by all, 
but for which there are conflicting in- 
terests. 


Difficulty in generating social action for 
the control of health dangers that appear 
remote in time e Consider for instance 
the wide range of facts which are known 
regarding air pollution, and the public 
awareness of its dangers. 

Daily newspapers and popular maga- 
zines are making air pollutants almost 
as well known by the lay public as are 
the microbial germs of . Free 
sulfuric and hydrochloric acid, sulfur 
dioxide, nitrogen dioxide, ozone, various 
hydrocarbens, the soot and pulverized 
material from rubber tires, as well as all 
the allergens absorbed on the colloidal 
particles in suspension in polluted air— 
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all these are becoming well identified 
villains in our urban societies. What 
really catches public attention, however, 
is the immediate nuisance caused by soot 
and smogs, whereas in reality, the vari- 
ous air pollutants have a number of 
long-range effects of far greater impor- 
tance, but as yet unpublicized and poor- 
ly understood. For example, chronic 
bronchitis—emphysema, with chronic 
cough, eventual loss of breathing ca- 
pacity and resulting heart failure, are 
unquestionably associated with certain 
forms of air pollution; and there is evi- 
dence also that the frequency of lung 
cancer is related to contaminated urban 
air. 

The relation between these very im- 
portant pulmonary disorders and air pol- 
lution is difficult to investigate because it 
takes a great deal of time, probably more 
than a decade, before the chronic dam- 
age caused by pollutants becomes ap- 
parent in the form of overt disease. Nev- 
ertheless, techniques are available for 
studying in the laboratory the long-range 
toxic effects of air pollutants, but the 
fact is that little is being done about the 
problem despite its importance. One rea- 
son for the neglect is that the studies 
required are of necessity very onerous 
and not likely to yield startling results 
in the near future. The other reason, 
probably related to the first, is that the 
subject lacks glamour and therefore re- 
ceives little public support. In this re- 


gard, it is instructive to read the Con- 
gressional Hearings held last year be- 
fore the Subcommittee of the Committee 
on Appropriations, House of Representa- 
tives, Eighty-Sixth Congress, Second Ses- 
sion on “Environmental Health Prob- 
lems.” In answer to a plea for enlarged 
Federal support to the program, Con- 
gressman John E. Fogarty, chairman of 
the Subcommittee, pointed out to Sur- 
geon General Leroy Burney that “en- 
vironmental health doesn’t seem to ring 
a bell with people . . . to the average 
person, if you start talking environmental 
health they are just not interested.” 


Clearly, the largest stumbling block to 
the study and control of air pollution is 
not scientific in nature, but rather the 
difficulty experienced in arousing public 
opinion to the necessity of programs for 
a problem which appears somewhat re- 
mote. It is of interest to compare this 
lack of interest with the eagerness dis- 
played by public bodies to supply un- 
limited funds for programs of research 
directed to the search for drugs for the 
treatment of “heart disease” or “cancer.” 
The word “drug” implies a miraculous 
effect, instantly noted, whereas long- 
range programs of study and of control 
appear unexciting through the mist of 
time. 


Economic limitations to the control of 
the environment e Even when interest 


can be aroused, and where modes of 
control are apparent, the structure 
often presents insuperable difficulties to 
the application of scientific knowledge, 
We can turn once more to the problem 
of air pollution to illustrate this type of 
difficulty. 

The origin of the most important air 
pollutants is well known. Depending up- 
on the locality, they comprise: the prod- 
ucts arising from incomplete combustion 
of organic matter; the various chemicals 
released from the smokestacks of indus- 
try; the exhausts of motor cars; the cata- 
lytic oxidizing effect of solar radiation on 
nitrogen oxide and olefins; and mixtures 
of all these factors. Without the need of 
any further investigation, it is clear that 
certain courses of action would go far 
toward minimizing the medical problems 
caused by air pollution. To improve the 
design of combustion equipment and of 
gasoline engines, to increase the height 
of smokestacks, to reroute automobile 
traffic, to displace certain industries, etc., 
are steps compatible with technical 
knowledge and which would either elim- 
inate air pollutants or discharge them in 
areas where they would not constitute 
threats to human health. But these steps 
could be taken only at the cost of dis- 
turbing the economic structure of the 
community, and of creating inconven- 
iences for almost every one of its mem- 
bers. 

In reality, then, the problem of air 
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pollution control is not only scientific in 
nature, but even more one to be formu- 
lated on the basis of certain human 
values difficult to express in terms of 
factual information. How much of eco- 
nomic prosperity and of conveniences of 
life is society willing to sacrifice to pre- 
vent lung cancers, emphysema, and 
chronic bronchitis, that will become ap- 
parent only in the future? How can we 
balance the value of human suffering 
that will occur in some undetermined 
future, against the effectiveness of the 
pay performance of a community to- 

y 
The conflicts between public health 
and social interests illustrated by air pol- 
lution have their counterpart in many 
other aspects of modern life. For some 
20 years, an enormous amount of re- 
search has been devoted to the biologi- 
cal dangers of radiation. As we are ap- 
proaching the time when nuclear energy 
can be widely used in industrial proc- 
esses, it becomes apparent that complete 
protection against potential dangers can 
be achieved only at the cost of great 
handicaps to the efficiency and economy 
of production. If mankind behaves in 
this respect as it has in similar situations 
in the past, one can predict that it will 
accept a certain amount of risk for the 
sake of industrial growth. 

Food production presents a similar di- 
lemma, of which the recent furor over 
the presence of a contaminant in cran- 
berry products is almost a caricature. It 
is very likely that many of the substances 
useful in the control of agricultural pests 
and in the processing of foodstuffs do 
have some direct or indirect toxicity for 
man. On the other hand, it will prove 
difficult, if not impossible, to carry out 
on all these substances the long and 
onerous tests required to determine their 
potential toxic effects, especially those of 
delayed nature. In consequence, many 
lines of progress in agriculture and food 
technology would be closed if a verdict 
of absolute safety had to be rendered 
before a substance could be used. More 
likely, it seems to me, society will be 
willing to take a few chances for the 
sake of lower costs of food production. 


Social choices in the applications of 
medical science ¢ More and more rapid- 
ly, advances in fundamental knowledge 
are paving the way for practical methods 
applicable to the prevention and treat- 
ment of disease. But the development 
of each of these applications is very 
costly, and requires in particular highly 
specialized skills—medical and techni- 
cal. Even where funds are available in 
unlimited quantities, the shortage of sci- 
entific personnel thus constitutes a se- 
verely limiting factor to much medical 
development. The production of viral 
vaccines is a case in point. 

The recent discoveries in tissue culture 
techniques have made it theoretically 
possible to produce in vitro almost every 
kind of virus in any desired quantity, 
and also to develop variant strains of 
viruses with the desired degree of at- 
tenuation of virulence. As a result of 


these theoretical advances, the way is 
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now opened for producing vaccines ap- 
plicable to a large variety of viral dis- 
eases. However, whereas the theoretical 
problem is solved, there remain to be 
worked out countless practical details for 
each particular case. The development 
and the clinical testing of vaccines will 
require an enormous amount of special- 
ized skills and these will certainly re- 
main in short supply; furthermore, there 
are limits to the numbers of vaccines 
that can be accepted by the public. 

Thus, the question is no longer the 
scientific one of how to produce vac- 
cines, but rather the social one of which 
vaccines should be produced. In final 
analysis, this means a choice, a decision, 
as to the kinds of disease against which 
protection is most desirable for the sake 
of the individual and of society. This 
is a very difficult decision from the medi- 
cal point of view, and even more difficult 
from the social point of view. For ex- 
ample, should emphasis be placed on 
diseases which are fatal or crippling, but 
affect only small numbers of individuals? 
Or should priority be given to ailments 
of the upper respiratory tract, rather 
mild and self-limited, but of great eco- 
nomic importance because they affect a 
large percentage of the population and 
disrupt industrial production and other 
national activities? 

The use of chemotherapy as a public 
health measure toward the eradication 
of tuberculosis constitutes another exam- 
ple of a situation where social choice 
rather than medical knowledge will be 
the deciding factor. It was recently de- 
cided at a conference of experts held un- 
der the auspices of the Public Health 
Service and the National Tuberculosis 
Association (Arden House Conference 
1959) that it would be practicable to 
prevent new tuberculous infection from 
occurring in this country by administer- 
ing chemotherapy to spreaders of bacilli 
and thus render them noninfectious. Nat- 
urally, this goal can be reached only 
through a very systematic and continued 
search, treatment, and follow-up of per- 
sons with active tuberculosis. The scien- 
tific techniques required for such a pro- 
gram are available, or can be readily 
developed, but their application will be 
costly, in funds and in personnel. More- 
over the program, even if highly success- 
ful, will not greatly decrease the burden 
of tuberculosis in the immediate future; 
in fact, it will yield dividends only dur- 
ing the following generation. Thus, the 
present community has to decide wheth- 
er it is willing to undertake the huge 
and expansive task of tuberculosis eradi- 
cation from which it will derive no ap- 
preciable advantages—and this decision 
is made the more difficult by the fact 

that there are many other problems, 
equally important, that cry out for sup- 
port. 

As medical science progresses, it puts 
into the hands of physicians more and 
more elaborate therapeutic procedures 
such as brain or heart surgery; it also 
makes imperative the use of an increas- 
ing number of expensive drugs and com- 

plicated diagnostic techniques; and all 
these improvements continuously add to 
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the cost of patient care and increase the 
demand for i personnel, In 
consequence, the time is rapidly ap- 
proaching, if it has not been reached al- 
ready, when economics will have to play 
a large part in medical decisions. 

The availability of techniques for post- 
poning death in every age group and for 
almost any type of disease will increas- 
ingly present the medical conscience 
with difficult alternatives. For example, 
to save the life of a child suffering from 
some hereditary defect is a humane act 
and the source of professional gratifica- 
tion, but the long-range consequences of 
this achievement will mean magnified 
medical problems for the following gen- 
erations. Likewise, prolonging the life 
of an aged and ailing person must be 
weighed against the consequences that 
this entails for the individual himself and 
even more for the community of which 


he is a part. These ethical difficulties are 
not new, of course, but in the past they 
rarely presented issues to the medical 
conscience because the power of action 
of the physician was so limited. Soon, 
however, ethical difficulties are bound to 
become larger as the physician becomes 
better able to prolong biological life in 
individuals who cannot derive either 
profit or pleasure from existence, and 
whose survival creates painful burdens 
for the community. 


Concern for the future e Would time 
permit, consideration should be given 
here to the fact that problems of ethics 
are bound to complicate increasingly 
medical behavior. Volumes are being 
written on the dangers inherent in the 
population explosion and this subject is 
so familiar that it need not be empha- 
sized here. But worth mentioning also 
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are the qualitative aspects of the popula- 
tion problem, which bid fair to become 
more important than the quantitative as- 
pects in the countries of Western civili- 
zation. 

We have developed and will continue 
to develop wonderful techniques for 
postponing death, but thereby we in- 
crease continuously the numbers of per- 
sons whose very survival is dependent 
upon exacting medical supervision. 
Through sanitation, and technology, we 
protect the young people in our com- 
munities from infection and inclement 
weather, as well as from any effort that 
might be injurious—thus decreasing the 
incidence of childhood diseases. But as 
a result, we eliminate the stimuli that 
call into action the adaptive potentiali- 
ties of the individual upon which depend 
his general resistance to the strains and 
stresses in later years of life. Medical 
science now makes it possible for every 
newborn infant to survive, however de- 
fective he may be, whatever the inade- 
quacies of his hereditary endowment. It 
is true that genetic defects need not be a 
serious handicap for life in a society 
equipped medically and technologically 
to correct their manifestations; after all, 
the diabetic person can live just as long 
as the non-diabetic and function just as 
well if insulin is readily available to him. 
But a time may come when the ac- 
cumulation of hereditary defects, made 
possible by scientific advances, will con- 
stitute an economic and medical burden 
difficult to manage even by a prosper- 


ous and dedicated society. As health 
becomes more and more dependent on 

iali and onerous care, some as- 
pects of medical ethics will have to be 
reconsidered in the harsh light of eco- 


nomics, 


Health and technology « In 1900, a 
famous Commissioner of Health of New 
New York State, Hermann Biggs, made 
a statement which expresses well the 
sense of power that medicine experi- 
enced three quarters of a century ago, 
when physicians discovered that theo- 
retical science could be converted into 
practical methods of prevention and 
treatment. “Public Health is Purchas- 
able,” Biggs wrote. “Within Natural 
Limitations Any Community Can Deter- 
mine its Own Death Rate.” 

While it is true that, in a large meas- 
ure, health is purchasable, I doubt that 
Biggs had any vision of what it would 
cost in the modern technological society. 
Like most medical men of the 19th and 
early 20th century, he regarded diseases 
as fairly predictable components of hu- 
man life, for which one could plan self- 
limiting programs of control. In practice 
the experience has been, however, that 
as one disease is rooted out, another one 
springs up to take its place. There is 
nothing really new in this state of af- 
fairs. Each civilization has had its own 
pattern of diseases, determined to a 
large extent by its ways of life and its 
social environment. One hundred years 


ago many medical problems arose from 
vitamin deficiencies, the microbial pol. 
lution of water and foodstuffs, physical 
overwork and exposure to the elements, 
the mental disturbances caused by the 
Victorian code of behavior. These prob. 
lems are now much less important than 
they used to be, but we are seeing in- 
stead and will increasingly see in the 
future, the pathological consequences of 
overnutrition at all stages of life, of 
chemical contamination of the air, of 
lack of physical exercise, of psychiatric 
problems posed by the loneliness of the 
individual in the crowd, by the pressures 
of modern life, and by the mechanized 
attitudes resulting from automation. 
The constant change in the pattern 
of disease makes the purchase of health 
a far more complex and more costly en- 
terprise than Biggs had imagined. Plan- 
ning for the control of disease is never 
a completed process; and in fact, the 
more rapidly our social and technological 
structure changes, the greater the de- 
mands that it puts on public health serv- 
ices. It takes all the running we can do 
to remain in the same place. This, how- 
ever, is not a formula of despair; rather 
it points to a policy for the future. Until 
recent time, the range of action of medi- 
cine and public health was limited by 
lack of scientific knowledge. The really 
effective procedures were so few that 
there was rarely the opportunity to make 
a choice as to what problem should be 
attacked first and what to do towards 
its solution. In contrast, the rapid ad- 
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ENCOURAGING NEWS 
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Other Studies Confirm Results, 
Establish Additional Benefits 


Maintenance of active coronary vasodilatation 
by ISORDIL, as shown by Leslie,? Albert,? and 
Fremont,‘ virtually eliminates periods of unpro- 
tection. Benefits are apparent as early as 15 
minutes, persist for at least 4 hours. No lag in 
onset...important during early morning and 
postprandial stress. 


References: 1. Fisch, S., Boyle, A., Sperber, R., and DeGraff, 
A.C.: Presented at the annual meeting of the American Thera- 
peutic Society, Miami Beach, Florida, June 10, 1960. To be 
published. 2. Leslie, R.: Submitted for publication. 3. Albert, 
A.: In Manuscript. 4. Fremont, R.E.: To be published. 


TABLETS _ 
® 


Isosorbide Dinitrate, 


IVES-CAMERON COMPANY « New York 16, New York 


*Trademark 


: 
2 
is 
= 
if 
if : 
7 
x : 
; | 
A-193 
4 


OUTMODED AS 


GODEY’S FASHIONS! 


2. New Form of Iron! 


3. Dry Filled Capsule - Sure, Quick Absorption! 


4. Economical Once-A-Day Dosage! 
5. Wider Range Nutritional Support! 
6. Relieves Troublesome Leg Cramps! 


EACH dry filled capsule (lavender and white) provides: © 


Ferrous Fumarate (Iron) 150 mg. 

Deep sea oyster shell (Calcium) 600 mg. 

Vitamin C 50 mg. 

Vitamin A 4000 USP Units 

Vitamin D 400 USP Units 

Vitamin B-1 2 mg. 

Vitamin B-2 2 mg. 

Vitamin B-6 0.8 mg. 

Vitamin B-12 (Cobalamin conc. NF) 2 mcg. 

Folic Acid 0.25 mg. 

Niacinamide 10 mg. 

Rutin 10 mg. 

Vitamin K (Menadione) 0.25 mg. Unusually 
Sodium Molybdate me. Economical for 
Fluorine (Calcium Fluoride) 0.25 mg. . 
Iodine (Potassium Iodide) 0.15 mg. the Patient. 


ooo MALBUTRITION OF LES CRAMPS 
HYRINS PRESHANCY? 


PRENALIN-O' 


PRENATAL SUPPLEMENT 


1. Oyster Shell Calcium - Phosphorus Free! 


S. J. TUTAG & CO. 


DETROIT 34, MICHIGAN 


LITERATURE and SAMPLES 
ON REQUEST 


vances in applied science are now creat- 
ing an entirely different situation. On 
the one hand, new disease problems 
arise continuously from changes in the 
physical environment and in the ways 
of life, brought about by industrial tech- 
nology. On the other hand, new meth- 
ods of prevention and treatment are also 
rapidly becoming potentially possible 
through medical research. Clearly, not 
all problems can be attacked simultane- 
ously nor can all the leads of potential 
medical interest be developed to their 
full extent. There have to be choices, 
and these will have to be based on 
judgments of value and urgency. The 
new situation will increasingly demand 
a high level of statesmanship involving 
not only the participation of physicians, 
but of the citizenry at large. 

While the philosophy of this social- 
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medical statesmanship has not yet been 
formulated, some of its multiple aspects 
may be briefly mentioned here. In my 
opinion, a rational approach to the con- 
trol of health problems will require an 
intimate cooperation between medical 
scientists ‘and engineers, to study the 
effects of technological developments not 
only on sick people but also on normal 
men. It will need to consider the extent 
of the health risks that the society is 
willing to accept for the sake of eco- 
nomic growth. It will want to take into 
consideration the maximum percentage 
of the total income that the community 
is capable and willing to devote to the 
various types of medical services. It will 
concern itself not only with the im- 
mediate effects of medical and public 
health practices, but also with their 
long-range consequences as they may 


affect the future of the community and 
the generations to come. More and more, 
the time dimension will have to be intro. 
duced into medical planning. 

The role of the citizen in social. 
medical decisions implies not only his 
ability to judge, but also his freedom, 
And the matter of freedom immediately 
brings up the most difficult problem of 
social and medical ethics—namely the 
extent to which it is justified to condi- 
tion the public mind by any means 
whatever. There are naturally obvious 
cases which present little difficulties of 
conscience. For example, every one 
agrees that it is wrong to use drugs or 
brainwashing to take advantage of an 
individual. But in most situations the 
issues are far more complex. Where 
does education stop, and propaganda 
begin? At what stage of evidence does 
it become justified for the scientific com- 
munity to claim that it knows the truth, 
and to advocate a program of action? 
How far should concern for the public 
at large, or for a social cause, affect the 
advisability of using a drug, or an oper- 
ative procedure, to control the behavior 
of a patient or of a group of men? It 
is only by reason of inadequacy that I 
shall not discuss these large problems. 
But I cannot think of them without re- 
membering Montaigne’s admonition that 
“Science sans conscience, n’est que ruine 
de l’ame.” 


Medical science and social conscience « 
Although I have had these views in 
mind for a number of years, and have 
expressed some of them in writing, I 
feel embarrassed at discussing them in 
public. The reason is that, despite my 
efforts, I probably seem to take attitudes 
which are in reality profoundly distaste- 
ful to me. 

First is the fact that I appear to deal 
with human life as if it were merchan- 
dise, the production and maintenance of 
which must be evaluated against eco- 
nomic cost and social conveniences; 
whereas I believe that human life has 
spiritual values that far transcend ma- 
terial considerations. I seem to be pes- 
simistic, or at least skeptical, as to the 
ability of mankind to overcome the dan- 
gers that prosperity and social advances 
unquestionably bring in their train; and 
yet I know that mankind has experi- 
enced in the past many situations far 
more difficult than the present difficul- 
ties, and has taken them in its stride. 
And finally, I seem to foster an anti- 
intellectual attitude by expressing some 
doubts as to the effectiveness of certain 
scientific pursuits, although I cannot pos- 
sibly envisage retreat from reason and 
from science. 

Let me conclude by stating once more 
my conviction that experimental and clin- 
ical science can solve the biological as- 
pects of almost any medical problem, 
but that in practically all cases the solu- 
tion will be very costly money-wise, and 
especially in terms of specialized talents. 
While it is possible in theory to deal 
with all the new health problems that 
will be created by our rapidly changing 
social and technological order, many 
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ible measures of control will have 
to be neglected in practice because of 
the limitations of economic and human 
resources. Hence there will have to be 
choices, and these choices will have to 
be made by society as a whole, because 
they will involve value judgments. More 
and more, medical science will need to 
be integrated into social conscience. 


Marriages increase 
in 1959 


The number of marriages in the United 
States increased 2.7 percent in 1959, re- 
versing the downtrend of the preceding 
two years. There were about 1,505,000 
marriages in 1959, compared with 1,465,- 
000 the year before, which, incidentally, 
was the smallest annual number since 
the close of World War II. The upswing 
in marriages undoubtedly reflects the 
recovery of the economy from the busi- 
ness recession of 1957-58. Despite the 
rebound, marriages in 1959 were 21,000 
short of the total in 1957. The marriage 
rate in 1959 was 8.5 per 1,000 popula- 
tion (including the Armed Forces over- 
seas), or only slightly above the rate of 
8.4 for 1958. 

Most States reported more marriages 
in 1959 than the year before. However, 
in only four States was the rise 10 per- 
cent or greater. The upswing was most 
marked in Alabama and Arkansas, where 
marriages rose by 25 percent and 19 
percent, respectively. In each of these 
areas marriages started to increase rap- 
idly in mid-1958, when a new marriage 
regulation took effect in the contiguous 
State of Mississippi. In Florida mar- 
riages rose for the seventh consecutive 
year, the gain for 1959 over 1958 
amounting to about 12 percent; the in- 
crease was almost as large in North 
Carolina. Our two new States likewise 
reported a rise in marriages during 1959; 
the gain was almost 9 percent in Alaska 
and about 5 percent in Hawaii. 

In contrast, eight States reported fewer 
marriages in 1959 than in the preceding 
year. Except for Mississippi and Okla- 
homa, the declines were 2 percent or 
less. In Mississippi, where the age for 
marriage was raised in July 1958, mar- 
riages fell off by more than two fifths 
for the second consecutive year; their 
number dropped from 62,495 in 1957 to 
36,402 in 1958 and further to 20,447 
in 1959. The decline of almost 10 per- 
cent in Oklahoma reversed the upward 
trend which had continued without in- 
terruption since 1952. 

In the large cities, as a group, the rise 
in marriages last year was the same as 
that for the country as a whole, namely, 
*Reprinted from Statistical Bulletin, Metropoli- 
tan Life Insurance Company, May 1960. 


JOURNAL A.O.A., VOL. 60, OCT. 1960 


New 
Clinical 


Books 


Just Published! 
New 2nd Edition 


Krugman-Ward 
INFECTIOUS DISEASES 
OF CHILDREN 


A few years ago the number of viruses 
that could be identified as causative 
agents of respiratory infections in man 
could be counted on one hand. Today 
there are more than 40. Recently, too, 
dangerous complications of many com- 
mon infectious diseases have been rec- 


this area of complications that the new 
2nd edition of INFECTIOUS DISEASES 
OF CHILDREN can be of assistance to 
you. It offers you essential supplemen- 
tary guidance over and above treatments 
outlined in the standard pediatric text- 
books. Many new and completely rewrit- 
ten chapters have been added as well 
as timely case reports that can help you 
to recognize the more important compli- 
cations discussed in the text matter. 


SAUL KRUGMAN, M.D. and ROBERT WARD, 
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Smith 
BLOOD DISEASES OF 
INFANCY AND CHILDHOOD 


Here is a new book by a world renowned 
authority in the field of pediatric hema- 
tology, Carl H. Smith, M.A., M.D. Com- 
lete, concise and practical, Dr. Smith’s 
at presents all of the salient features 
of blood dyscrasias against the back- 
ground of normal development of infancy 
and childhood. “Although these hemato- 
logic disorders correspond closely to 
those occurring in adult life,” Dr. Smith 
says in his preface, “the approach to 
diagnosis is frequently ee by 
concomitant alterations which normally 
take place during within and out- 
side of the hematologic system.” Certain 
disorders occur almost exclusively in early 
life and these are excellently and com- 
letely described by Dr. Smith for the 
t time in a iatric setting. Each 
disease is clearly and concisely di 
including definition, clini- 
cal features, laboratory findings, pathol- 
ogy, diagnosis, treatment and 
You'll find this new book em izes the 
— enesis of tric hematologic 
isorders in the light of established con- 
cepts as a basis for rational treatment. 


Furthermore, Dr. Smith ly inte- 
grates recent research findings into his 
recommendations for clinical manage- 
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St. Louis 3, Missouri 


2.7 percent. Of the 104 cities with at 
least 100,000 population, almost three 
fourths recorded increases. Memphis led 
in this respect with a rise of 61 percent. 
The upswing was also quite marked in 
Mobile, where marriages were up 40 
percent. Eight other cities in the South 
—Fort Worth, Baton Rouge, Charlotte, 
Tampa, Dallas, Jacksonville, Birming- 
ham, and New Orleans — reported in- 
creases ranging from 10 to 18 percent. 
Similar increases occurred in six cities 
outside the South. In contrast to the 
general uptrend, 29 of our large cities 
reported decreases in marriages during 
1959; the most marked declines occurred 
in Cambridge (7 percent) and Hartford 
(6 percent). 

Of the five largest cities in the coun- 
try Philadelphia alone reported a sub- 
stantial increase in marriages in 1959, 
the number rising 8 percent. Marriages 


also increased in Chicago and Detroit, 
but by less than 2 percent. On the other 
hand, in New York City marriages de- 
creased 1 percent—from 67,594 in 1958 
to 66,887 in 1959. A decline of similar 
magnitude occurred in the Los Angeles 


area. 
Three of the country’s popular mar- 
riage centers recorded increases in 1959. 
The rise was 5 percent in Las Vegas, 8 
percent in Miami, and 11 percent in 
Reno. In Elkton, on the other hand, 
marriages fell off 9 percent. It is note- 
worthy that marriages have remained at 
a comparatively low level in Yuma since 
the close of 1956, when stricter mar- 
riage regulations were enacted by the 
Arizona legislature. In 1959 only 1,400 
marriages were performed in Yuma com- 
pared with more than 14,000 in 1956, 
which total included many couples from 
California. 
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TEXTS AND REFERENCES 


{. SURGICAL DISEASES OF THE PANCREAS 
Howard & Jordan. 607 Pages, 199 Illustrations, including 
2 color plates. NEW, 1960. $20.00. 

NEW DRUG DEVELOPMENTS 1960 


(Vol. 2 of USD 25)—Osol & Pratt. 240 Pages. NEW, 
1960. $9.00 


Rypins’ MEDICAL LICENSURE EXAMINATIONS 
Topical Summaries and Questions—Bierring. 805 Text 
Pages. NEW 9th Edition, 1960. $11.00 

CLINICAL ORTHOPAEDICS +17 


Clinical Physiology and Pathology of Bone. One of 
3 volumes published each year. NEW, 1960. Single copies 
$7.50. Sustaining subscription $6.00 per volume. 


LIPIDS AND STEROID HORMONES IN CLINICAL 
MEDICINE 

Sunderman & Sunderman. 207 Pages. 57 Illustrations. NEW, 
1960, $10.75 

SEA WITHIN 

The Story of Our Body Fluid—Snively. 
Illustrations. NEW, 1960. $3.95 

1. CARE OF THE WELL BABY 

Shepard. 224 Pages, 31! Illustrations. Paperbound. NEW, 1960. 
$4.00 


150 Pages, 55 


8. SURGICAL ERRORS AND SAFEGUARDS 
Thorek. 652 Pages, 455 Illustrations, NEW 5th Edition, 
1960. $25.00 

9. DIABETIC CARE IN PICTURES 
Simplified Statements with Illustrations Prepared for 
the Use of the Patient—Rosenthal & Rosenthal. 237 Pages, 
137 Figures, including 12 Color Plates, and 22 Tables. NEW 
3rd Edition, 1960. $4.50 

10. ATTENUATED INFECTION 


The Germ Theory in Contemporary Perspective— 
Simon. 349 Pages, 15 Illustrations. NEW, 1960. $10.00 


TYPICAL GYNECOLOGIC OPERATIONS 
With Special Consideration of Technical Advantages— 


Tapfer. 81 Pages, 168 Illustrations. First English Edition, 
1960. $9.00 


12, COSMETIC SURGERY 


Principles and Practice—Fomon. 65! Pages, 608 Illustra- 
tions. NEW, 1960. $27.50 


MANUAL OF SKIN DISEASES 


Sauer. 269 Pages, 151 Illustrations and 28 Color Plates. 
NEW, 1959. $9.75 


14, THE PREPARATION OF MEDICAL LITERATURE 
Cress. 451 Pages, 80 Illustrations. NEW, 1959. $10.00 


PRINCIPLES OF DISABILITY EVALUATION 
Smith. 210 Pages, 2 Illustrations. NEW, 1959. $7.00 
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LIPPINCOTT'S LATEST 


Changes of address 


Aber, Burton B., from Ladue, Mo., to 9575 Pagewood Court, 
Overland 32, Mo. 

Abrams, David J., from Pontiac, Mich., to Riverview Osteo- 
pathic Hospital, 740 Sandy St., Norristown, Pa. 

Abrams, Ronald H., from 300 Spruce St., to 4401 Consho- 
hocken Ave., Philadelphia 31, Pa. 

Anderson, Melvin J., Jr., from Chicago, IIl., to 420 N. Mich- 
igan Ave., Saginaw, Mich. 

Angstadt, Homer B., Jr., from Trenton, Mich., to 3489 Avo- 
cado Drive, Largo, Fla. 

Asbury, Willard E., from Rosemead, Calif., to 1917 Pacific 
Ave., Forest Grove, Ore. 

Aton, Jack A., from Whittier, Calif., to 2501 W. Central Ave., 
La Habra, Calif. 

Augter, Eugene F., from Amarillo, Texas, to 108 Denver 
Trail, Azle, Texas 


Barnes, Zack A., from Box 185, to Box 427, King City, Mo. 

Bell, Haney H., from 503 Union Trust Bldg., to 124 Liberty 
St., Petersburg, Va. 

Benaderet, Gerald L., from 4244 Livernois Ave., to 18436 
Northlawn, Detroit 21, Mich. 

Benson, Robert E., from Garden City, Mich., to 23466 Mead- 
lawn, Dearborn, Mich. 

Berger, Robert, from Philadelphia, Pa., to 3013 Essington 
Way, Cornwells Heights, Pa. 

Boehm, Gerhard W., from Manhattan Beach, Calif., to Chi- 
Hospital, 5250 S. Ellis Ave., Chicago 
15, Ill. 

Brainerd, Robert D., from Des Moines, Iowa, to W. Main 
St., Fremont, Iowa 

Bramnick, Paul, from Los Angeles, Calif., to 11553 Dona 
Dorotea Drive, Studio City, Calif. 

Brittingham, Louis W., Jr., from 407 S. Missouri, to 209 N. 
Rutherford, Macon, Mo. 

Buechel, John C., Jr., from Warrensville Heights, Ohio, to 
6459 SOM Center Road, Solon, Ohio 

Bullock, John R., Jr., from Los Angeles, Calif., to 18513 S. 
Avalon Blvd., Gardena, Calif. 

Burns, Richard C., from 2643 Latonia Blvd., to 2006 Park- 
wood Ave., Toledo 2, Ohio 


Carr, John Otis, from Box 15, to 124 W. Ritchie St., Mar- 
celine, Mo. 

Catalano, Peter A., from Toledo, Ohio, to 56 Marine Ave., 
Brooklyn 9, N. Y. 

Chapman, John E., from Flint, Mich., to 735 Gladstone, S. E., 
Grand Rapids 6, Mich. 

Charnov, Arthur R., from Columbus, Ohio, to 20507 Mark 
Twain, Detroit 35, Mich. 

Cheney, Jerome F., from Lakewood, Colo., to 1506 Glen Ayr 
Drive, Denver 15, Colo. 

Cherashore, E. Ivan, from Clifton, N. J., to 4736 Osage Ave., 
Philadelphia 43, Pa. 

Choquette, A. A., from Pontiac, Mich., to 815 S. ‘Denver 
Ave., Tulsa 19, Okla. 

Christensen, Warren T., from Dayton, Ohio, to Box 524, 
Viborg, S. Dak. 

Ciavatta, Vitale G., from Pontiac, Mich., to 367 S. Jefferson 
St., Orange, N. J. 

Clayton, Robert E., from Groom Osteopathic Hospital, to Box 
538, Groom, Texas 

Clinch, Arthur H., from Fort Worth, Texas, to 335 Azle-Boyd 
Road, Box 627, Azle, Texas 

Comstock, Byron H., Jr., from Wasco, Calif., to Box 72, 

South Laguna, Calif. 


Conley, James F., from 4617 Beaver Crest Drive, to Des 
Moines General Hospital, 603 E. 12th St., Des Moines 
16, Iowa 

Conlon, John F., from Dayton, Ohio, to 84-41 120th St., 
Richmond Hill 18, L. I., N. Y. 

Conn, Raymond Allen, from 164 Eastman, to 37102 Groes- 
beck, Mount Clemens, Mich. 

Connor, Ralph W., from San Diego, Calif., to 547 W. Shields 
Ave., Fresno 5, Calif. 

Creighton, Charles H., from 172 W. Nine Mile Road, to 195 
W. Nine Mile Road, Ferndale 20, Mich. 

Cronin, Charles, from Portland, Maine, to 3183 Ohio St., 
South Gate, Calif. 

Cuellari, Frank, from Hamtramck, Mich., to 40 Wakefield 
Place, Caldwell, N. J. 


Deady, Eugene, from Lansing, Mich., to Mecosta County 
Memorial Hospital, Stanwood, Mich. 

del Giudice, Joseph, from Garden Grove, Calif., to 10461 
Magnolia St., Stanton, Calif. 

DeMarco, Arthur F., from Philadelphia Pa., to 2724 Sheridan 
Drive, Tonawanda, N. Y. 

DePetris, J. F., from 5101 Ross Ave., to 1717 N. Garrett 
Ave., Dallas 6, Texas 


Dillman, Lionel W., from Orchard Lake, Mich., to 1564 
Humboldt St., Denver 18, Colo. 
DiMassa, Joseph, from Los Angeles, Calif., to 646 Brea 


Blvd., Brea, Calif. 

Drennan, ‘Quintus L., from 716 S. Hanley Road, to 225 S. 
Meramec Ave., Clayton 5, Mo. 

Dugas, Jean E., from Bakersfield, Calif., to 3178 Arcade 
Blvd., North Sacramento 15, Calif. 

Duke, Emanuel, from 9656 E. Garvey Ave., to 9658 E. Gar- 
vey Ave., El Monte, Calif. 

Duncan, William Keith, from Huntington Park, Calif., to 

10567 Bolsa Ave., Garden Grove, Calif. 


Eckert, Wade R., from North Hollywood, Calif., to Los An- 
geles County Osteopathic Hospital, 1200 N. State St., 
Los Angeles 33, Calif. 

Epperson, John C., Jr., from 203 E. 20th St., to 209 E. 20th 
St., Houston 8, Texas 

Erme, William P., from Battle Creek, Mich., to 631 Sharon 
New Castle Road, Farrell, Pa. 

Evans, Perry W., from 506 N. Kansas, Box 427, to 106 W. 
Second St., Owasso, Okla. 


Farquharson, Lois June, from Philadelphia, Pa., to 13850 E. 
Eight Mile Road, Detroit 5, Mich. 

Farrow, Donald C., from 9301 N. E. Second Ave., to 9536 
N. E. Second Ave., Miami Shores 38, Fla. 

Fedele, Stephen, from 80 N. 20th St., to 84 S. Woodrow, 
Battle Creek, Mich. 

Fender, James L., from Boswell, Ind., to 209 Scammel St., 
Marietta, Ohio 

Fenner, Harold A., Sr., from 100 W. Taylor St., to 401 N. 
Selman St., Hobbs, N. Mex. 

Fite, James E., from Muleshoe, Texas, to 3301 55th St., Lub- 
bock, Texas 

Fite, Lynn Ford, from Olton Memorial Hospital, to 505 Ave- 
nue E, Box 627, Olton, Texas 

Fleming, Brady K., from Jefferson City, Mo., to Coats-Brown 
Clinic & Hospital, 615 S. Broadway, Tyler, Texas 

Fox, Morton, from Burbank, Calif., to 10927 Garden Grove, 
Northridge, Calif. 

Frank, Arnold J., from Grand Rapids, Mich., to 1608 Stenton 
Ave., Philadelphia 41, Pa. 

Fredeking, Monroe D., from 5023 Broadway, to 3538 Denton 
Highway, Fort Worth 17, Texas 

Freedlander, Donald, from Pontiac, Mich., to 29890 Everett, 
Southfield, Mich. 

Freitas, William J., from Lutesville, Mo., to 4405 Lyell Ave., 
Fresno 2, Calif. 


anorectic-ataractic 


““meprobamate 400 mg., with 


FOR THERAPY 
OF OVERWEIGHT PATIENTS 


overstimulation, insomnia or barbiturate hangover). 


Dosage: One tablet one-half to one hour before each meal. 


A LOGICAL COMBINATION 
IN 
APPETITE CONTROL 
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= d-amphetamine depresses appetite and elevates mood | 


= meprobamate eases tensions of dieting (yet without 


PARKELP 


Thousands use Parkelp, made 
of Pacific Sea Kelp harvested 
and processed by Philip R. 
Park, Inc. It’s one of the 
richest natural sources of lodine known. 
You can recommend Parkelp with con- 


fidence. 


| A natural bulk laxative made of 
] | Pacific Sea Kelp. Brings gentle 
elimination by increasing intes- 
tinal bulk. 


PHILIP R. PARK, INC. 
Kelp Processors Since 1928 


Berth 42, San Calif. 
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protection 


against premature aging... 


ELDEC 


mineral-vitamin-hormone supplement 


KAPSEALS® 


ELDEC Kapseals help offset the disorders 
of advancing age for the patient now in his 
middle years. Supplying numerous valu- 
able dietary and metabolic factors, ELDEC 
Kapseals provide the patient with compre- 
hensive physiologic supplementation to 
meet the threat of nutritional and hor- 
monal deficiencies ...aid him in meeting 
the problem of declining health during 
the years ahead. With ELDEC Kapseals, 
the patient can plan ahead for tomorrow 
with a greater assurance of good health 
and well-being. 
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Friedman, Benjamin T., from Los Angeles, Calif., to 147 §, 
Oakhurst Drive, Beverly Hills, Calif. 

Friedman, Martin I., from Los Angeles, Calif., to 13205 w, 
Washington Blvd., Culver City, Calif. 

Friedman, Stephen S., from 133 E. Huron St., to 358 North. 
east Blvd., Pontiac, Mich. 

Frisbie, Earl F., from Paw Paw, Mich., to 209 Vine Ave,, 
Park Ridge, Tl. 

Fung, Walter, from Seattle, Wash., to 2715 E. Saginaw Way, 
Fresno 3, Calif. 


Gallardo, Rudolpho Victor, from Grand Rapids, Mich., to De- 
troit oe Hospital, 12523 Third Ave., Detroit 
3, Mich. 

Galusha, J. Harley, from Kansas City, Mo., to 819 S. Denver 
Ave., Tulsa 19, Okla. 

Gardiner, John B., from 71 E. Como Ave., to 25 Tibet Road, 
Columbus 2, Ohio 

Giddens, Richard, from Bay City, Mich., to Box 386, De 
Tour, Mich. 

Gilligan, John J., from Warrensville Heights, Ohio, to 337 
Parham Road, Springfield, Pa. 

Gilmore, Jack V., from 3107 Palmer, to 2409 Rossiter Place, 
Lansing 10, Mich. 

Ginsburg, Joseph, from 5833 Henry Ave., to 5510 Henry 
Ave., Philadelphia 28, Pa. 

Gipe, James F., from Kirksville, Mo., to 230 S. Crown Hill 
Road, Orrville, Ohio 

Glanton, Donald E., from Castalia, Ohio, to 4125 Grangehall 
Road, Dayton 30, Ohio 

Goblirsch, Dean E., from Carson City, Mich., to Shepherd, 
Mich. 

Goeller, Jack E., from Franklin, Ohio, to 3015 Dayton-Xenia 
Road, Xenia, Ohio 

Golding, Philip, from Lancaster, Pa., to 531 Stinchcomb 
Drive, Columbus 2, Ohio 

Goldstein, Martin Barnet, from Brooklyn, N. Y., to 1718 N. 
Park Ave., Philadelphia 22, Pa. 

Goncharoff, Bernard, from 914 Minor Ave., to 4005 S. W. 
100th St., Seattle 66, Wash. 

Gonzalez, Arturo, from Clinton, Mo., to Clinic, Cole Camp, 
Mo. 

Gordon, Victor C., from Detroit, Mich., to 3235 Albert St., 
Royal Oak, Mich. 

Green, Betty Alice, from Huntington Park, Calif., to Los 
Angeles Rehabilitation Center, 1225 N. Mission Road, 
Los Angeles 33, Calif. 

Guy, Jean E., from Miami, Fla., to 55 Giralda Ave., Coral 
Gables 34, Fla. 


Hacket, David James, from 1924 Union Blvd., to 2018 Union 
Blvd., Allentown, Pa. 

Harmon, Robert L., Jr., from Gardena, Calif., to 1 Rocking- 
horse Road, Rolling Hills, Calif. 

Harper, Ray H., from Houston, Texas, to Delgado Green 
Cross Hospital, 115 Harris St., Ysleta, El Paso, Texas 

Haven, Harral R., from Tulsa, Okla., to 1060 Orchard Ave., 
Grand Junction, Colo. 

Hayward, Stanley J., from 324 S. Hickory St., to Route 3, 
Mount Vernon, Mo. 

Helak, Joseph J., from Kirksville, Mo., to 1101 Lester Drive, 
N. E., Albuquerque, N. Mex. 

Hemsley, William R., Jr., from 2740 E St., to 2280 N. Arrow- 
head Ave., San Bernardino, 

Hess, Alfred B, from 155-5A E. Clinton Ave., to 89 Tulip 
St., Bergenfield, 

Higgins, Charles B., from Lewiston, Idaho, to Box 457, 
Kamiah, Idaho 

Ho, Robert, from Kirksville, Mo., to Hospital of Philadelphia 
College of Osteopathy, 48th & Spruce Sts., Philadelphia 
39, Pa. 

Honig, Albert M., from 265 S. 19th St., to 1930 Chestnut St., 
Philadelphia 3, Pa. 

Huffnagle, Joseph V., from 101 Bowood Drive, to 209 Timo- 
thy Court, Barclay Farm, Haddonfield, N. J. 
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Ippolito, Jean B., from Portland, Maine, to 159 Brown St., 
Westbrook, Maine 


Jenkins, Charles T., from Boston, Mass., to 11410 S. Avalon 
Blvd., Los Angeles 61, Calif. 

Johns, Raymond H., from Royal Oak, Mich., to 280 Daugher- 

Ave., Sharon, Pa. 

Johnson, Alfred L., from Gashland, Mo., to 8325 N. Oak 
Trafficway, Kansas City 18, Mo. 

Johnson, Jane Hoyum, from Gashland, Mo., to 8325 N. Oak 
Trafficway, Kansas City 18, Mo. 

Johnstone, James N., from Miami, Fla., to 2760 S. Orange 
Blossom Trail, Orlando, Fla. 

Jones, Seaborn E., from Dallas, Texas, to Box 778, Big Sandy, 
Texas 

Joseph, J. Harris, from 2020 Walnut St., to 5745 Woodbine 
Ave., Philadelphia, 31, Pa. 

Juday, Lynn R., from 2924 Division St., to 2126 Colorado 
Blvd., Los Angeles 41, Calif. 


Kay, Bernard M., from Des Moines, Iowa, to 28331 Pem- 
broke, Livonia, Mich. 

Kenneally, Leo F., from Van Nuys, Calif., to 22443 Roscoe 
Blvd., Canoga Park, Calif. 

Kilonsky, Francis A., from Cuyahoga Falls, Ohio, to 71 West 
Ave., Tallmadge, Ohio 

Kirk, Lowell O., from Lynwood, Calif., to 10722 Wright 
Road, South Gate, Calif. 

Knox, John C., Jr., from Grand Prairie, Texas, to 201 S. E. 
First St., Cooper, Texas 

Kofsky, Albert, from Youngstown, Ohio, to 9203 Pine Road, 
Philadelphia 11, Pa. 

Kotanchick, Bernard, from Milwaukee, Wis., to Osteopathic 
Hospital of Harrisburg, 1829 N. Front St., Harrisburg, 
Pa. 

Kotsch, George, from Phoenix, Ariz., to Stevens Park Osteo- 
pathic Hospital, 1141 N. Hampton Road, Dallas 8, Texas 

Koudele, Charles J., from 210 Days, to Box 48, Buchanan, 
Mich. 

Kovacs, Louis A., from 12523 Third Ave., to 989 E. Brent- 
wood Ave., Detroit 3, Mich. 

Kraut, Ben, from 4200 N. Reeder, to 2112 S. W. 71st St., 
Oklahoma City 19, Okla. 

Kroh, Charles H., from 1087 Dennison Ave., to 111 W. Third 
Ave., Columbus 1, Ohio 

Kuehn, Herman P., from 416 W. Fourth Ave., to 4507 Wis- 

ner Drive, Flint 4, Mich. — 


Landsberg, Ralph, from Corpus Christi, Texas, to Box 878, 
Hebronville, Texas 

Lee, Bertram Jack, from Los Angeles, Calif., to 1036 Man- 
hattan Beach Blvd., Manhattan Beach, Calif. 

Lewis, Martin Isaac, from Los Angeles, Calif., to 1868 Pine 
Ave., Long Beach 6, Calif. 

Linn, Robert, from Grand Rapids, Mich., to 419 Lawrence 
Road, Broomall, Pa. 

Lippman, Mervin R., from Kansas City, Mo., to 9140 E. 50 
Highway, Raytown 33, Mo. 

Lutz, Robert F., from 2747 S. Marsalis, to 1451 Cape Cod, 

Dallas 16, Texas 


Maginnis, Thelma, from 336 Devon St., to 132 Argyle Place, 
Arlington, N. J. 

Mahan, Glenn W., from Bellflower, Calif., to 360 N. Harbor 
Blvd., La Habra, Calif. 

Malta, Vito J., from 321 N. Royal Ave., to 123 W. Sixth St., 
Front Royal, Va. 

Marchiano, Robert E., from Detroit, Mich., to 2922-C Line 
St., Camden 5, N. J. 

Marchosky, Ruben, from Downey, Calif., to 3301 N. Eastern 
Ave., Los Angeles 32, Calif. 

Martin, Charles G., from Largo, Fla., to 18 Dartmouth St., 

Portland, Maine 
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help make 
the years of maturity 
years of health... 


LDEC 


.comprehensive physiologic supplement 


KAPSEALS® 


Physiologic Prophylaxis 

- 10 important vitamins plus minerals to help 
maintain cellular function and to correct 
deficiencies 

- protein improvement factors to help com- 
pensate for poor food selection 

- digestive enzymes to aid in offsetting 
decreased natural production 

- steroids to stimulate metabolism and prevent 


or help correct protein deficiency states 
Packaging: ELDEC Kapseals are available in bottles of 100. 
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Martin, Edward O., from 709 Joplin St., to 418 Wall St, 
Joplin, Mo. 

Matheny, C. C., from Scottsdale, Ariz., to 12501 Old River 
School Road, Downey, Calif. 

Matthews, Wayne C., from Bell, Calif., to 3008 Margate 
Way, Rancho Cordova, Calif. 

McClure, C. G., from Perris, Calif., to 1936 E. Sunshine St,, 
Springfield, Mo. 

MacDermid, John E., from Detroit, Mich., to 32230 Penn- 
sylvania Road, Romulus, Mich. 

Mellone, George A., from Kansas City, Mo., to 420 S. W. 
llth St., Hallandale, Fla. 

Mendicino, A. T., Jr., from Carson City, Mich., to 1110-1] 
Alamo Natl. Bank Bldg., San Antonio 5, Texas 

Middleton, Robert L., from Whittier, Calif., to 2501 W. Cen- 
tral Ave., La Habra, Calif. 

Miller, Emery J., from 124-28 Caldwell Blvd., to 412 15th 
Ave., S., Box 150, Nampa, Idaho 

Miller, Royal, from Southfield, Mich., to 864 W. Browning 
Road, Bellmawr, N. J. 

Minnick, Edward R., from Des Moines, Iowa, to 35551 Ford 
Road, Wayne, Mich. 

Mitchell, L. E., from 5C0 Ninth Ave., to 600 Ninth Ave., 
Longmont, Colo. 

Moor, John W., from Compton, Calif., to 400 Torrance Blvd., 
Redondo Beach, Calif. 

Moore, Hobert C., from 709 Fifth Ave., to 503 Mulholland 
St., Bay City, Mich. 

Morgan, Thomas L., Jr., from San Francisco, Calif., to 658 
W. Seventh St., San Pedro, Calif. 

Moylan, Patrick J., from 5235 Allen Road, to 5236 Allen 
Road, Allen Park, Mich. 

Musselman, Paul C., from Forsyth, Mo., to Box 278, Granby, 
Mo. 

Mylar, Kenneth R., from 7730 E. 25th Place, to 7748 E. 24th 

St., Tulsa 14, Okla. 


Nash, Norman C., from Bay Village, Ohio, to Garden City- 
Ridgewood Hospitals, 30548 Ford Road, Garden City, 
Mich. 

Nelson, E. Stanley, from Trenton, Mich., to 1459 Fort St., 
Wyandotte, Mich. 

Nichols, Richard E., from 1946 Giddings Ave., S. E., to 1839 


Milbank St., S. E., Grand Rapids 8, Mich. 

Nugent, Thomas E., from Milford, Mich., to 2997 M-59, 
M. R. 1, Highland, Mich. 

Odell, C. W., from 301-05 Odd Fellows Bldg., to 52825 U. S. 
31, North, South Bend 17, Ind. 

Olowosuko, Edmunds Ola., from Cranston, R. I., to 907 St. 
Marks Ave., Brooklyn 13, N. Y. 

O’Meara, Terence Calvin, from Los Angeles, Calif., to 1931 
Stanton Ave., San Pablo, Calif. 

Owens, Joseph A., from Detroit, Mich., to 309 N. Gratiot 

Ave., Mount Clemens, Mich. 


Pagliei, Nicholas R., from Lancaster, Pa., to 6203 Race St., 
Philadelphia 39, Pa. 

Parry, Frank J., from 24917 Van Dyke, to 8124 E. Ten Mile 
Road, Center Line, Mich. 

Parsa, Jalil, from Kansas City, Mo., to 7315 Larson, Shawnee, 
Kans. 

Paskil, Harry M., from 325 N. 12th St., to 1401 W. Whittier 
Blvd., Montebello, Calif. 

Pauley, Otto Keith, from 206 S. Park St., to 782 E. Columbia 
St., Mason, Mich. 

Pearl, Conrad Robert, from Detroit, Mich., to 1956 Venoy 
Road, Wayne, Mich. 

Pepper, John Lawrence, from Swarthmore, Pa., to 2314 
Knowles Road, North Graylyn Crest, Wilmington 3, Del. 

Peterson, Donald M., from Dallas, Texas, to 118 Hensley 
Drive Grand Prairie, Texas 

Pfister, Kurt William, from Miami, Fla., to Detroit Osteo- 
pathic Hospital, 12523 Third Ave., Detroit 3, Mich. 

Pierce, Thomas W., from Westbrook, Maine, to 402 Wilson 

Ave., Tallahassee, Fla. 
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Polk, Melvin H., from 416 W. Fourth Ave., to 3701 Bennett 
Ave., Flint 6, Mich. 

Powell, Thomas Francis A., from 300 Spruce St., to 5725 
Lansdowne Ave., Philadelphia 31, Pa. 

Pratt, Carl William, from Farmington, Mo., to 307 E. Bon- 
ney, Roswell, N. Mex. 

Price, Calvin U., from Ferndale, Mich., to 18014 N. Saginaw 
St., Flint 5, Mich. 

Price, Everette L., from Stanton, Calif., to 3299 Duane Way, 
South Gate, Calif. 

Priddy, Maurice F., from Ralls, Texas, to Box 67, Abernathy, 
Texas 

Prineas, M. Mike, from 12845 12th Ave., S. W., to 1024 15th 
Ave., N., Seattle 2, Wash. 

Pullum, Byrd, Jr., from E. 14th & Capitol Aves., to Des 
Moines General Hospital, 603 E. 12th St., Des Moines 

16, Iowa 


Queler, Norman, from 2442 Bedford Ave., to 501 New York 
Ave., Brooklyn 25, N. Y. 


Raffa, Dominic, from Jefferson City, Mo., to 2105 Independ- 
ence Ave., Kansas City 24, Mo. 

Rauch, Herman S., from San Diego, Calif., to 3915 N. Bonita, 
Spring Valley, Calif. 

Reed, Walter G., Jr., from Des Moines, Iowa, to 1115 Burch 
St., Ardmore, Okla. 

Renner, M. Bruce, from Grand Rapids, Mich., to Mid-Cities 
Memorial Hospital, 2733 Sherman Road, Grand Prairie, 
Texas 

Reynaud, Arthur J., from Baldwin Park, Calif., to 10542 Ka- 
tella Ave., Anaheim, Calif. 

Rhoads, Paul E., Jr., from Long Beach, Calif., to 4129 Ocean 
Drive, Oxnard Beach, Calif. 

Riles, Benjamin M., from Fort Lauderdale, Fla., to 207-08 
Physicians and Surgeons Bldg., St. Joseph, Mo. 

Roberts, Alexander, from Garden City, Mich., to 11552 E. 
Twelve Mile Road, Warren, Mich. 

Robertson, Joseph C., from 14917 Johnstown Road, to 340 
W. Coshocton St., Johnstown, Ohio 

Rose, George O., from Chicago, IIl., to Bank of Galesburg 
Bldg., Galesburg, Il. 

Roshan, Mansour, from Long Beach, Calif., to 10542 Katella 
Ave., Anaheim, Calif. 

Rubin, Gerald, from 405 Grand Ave., to 1344 Patterson Road, 
Dayton 20, Ohio 

Rubino, Frank Gerald, from Inglewood, Calif., to 10567 Bolsa 
Ave., Garden Grove, Calif, 

Ruffino, Gasper F., from Detroit, Mich., to 210 Highland 
Ave., Highland Park 3, Mich. 

Russo, Charles P., from E. 14th & Capitol Aves., to 4624% 
51st St., Des Moines 23, Iowa 

Rutherford, John L., from 4499 Lamme Road, to 2721 Quail 
Lane, Dayton 39, Ohio 


Sadick, Stanford Paul, from 165 George St., to 2142 West 
Road, Trenton, Mich. 

Safran, Robert S., from Oakland, Calif., to 2830 Pinole Valley 
Road, Pinole, Calif. 

Salkind, Henry, from Philadelphia, Pa., to 2906% Northview 
Blvd., Youngstown 5, Ohio 

Sanders, H. W., from Kansas City, Mo., to Burson Insurance 
Service, Walsh, Colo. 

Schemmel, Robert A., from Burbank, Calif., to 400 40th St., 
Oakland 9, Calif. 

Schultz, Harold C., from Sandusky, Ohio, to Milan Avenue 
Medical Center, Norwalk, Ohio 

Schwartz, Frederick J., from St. Petersburg Beach, Fla., to 3 
E. 74th St., New York 21, N. Y. 

Schwartz, Mendon S., from Saginaw, Mich., to 996 McBride 
Ave., West Paterson, N. J. 

Secrest, Gloria, from Pomona, Calif., to 2217 Winthrop Drive, 

Alhambra, Calif. 
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in bronchitis: 


PARENZY Mice 


trypsin National’) 


LESSENS 


LOOSENS 
LIQUEFIES 


“unplugging” power in bronchitis, 


Parenzyme Aqueous/Orenzyme Coral tablets) 
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Parenzyme's 
THE NATIONAL DRUG COMPANY 
A-201 


BENEFITS 
MULTIPLY 


WITH “ANTIDOLORITIC”” THERAPY 


CONSERVATIVE MANAGEMENT OF MUSCULOSKELETAL SYNDROMES 


New DECAGESIC helps relieve pain, suppress inflammation, and 
extend range of motion in patients with bursitis, synovitis, low 
back pain and similar muscle and joint disorders. Further, 
DECAGESIC often adds a sense of well-being and renewed strength 
to counter the fatigue and weakness which frequently 
complicate these conditions. 


DECAGESIC combines the fundamental benefits of DECADRON® and 
aspirin with the antacid protection of aluminum hydroxide 

to provide increased efficacy with greater safety in a wide range 
of arthritic and musculoskeletal disorders. 


Indications: Inflammatory, rheumatic and collagen disorders, musculoskeletal 
syndromes, and conditions in which the conjunctive use of steroid and 
salicylate is indicated. 
Dosage: 1 or 2 tablets 3 or 4 times daily. The usual precautions of corticosteroid 
therapy should be observed. Additional information on DECAGESIC is available 
to physicians on request. 
Supplied: Bottles of 100. Each tablet contains 0.25 mg. of DECADRON, 
dexamethasone, 500 mg. of aspirin and 75 mg. of aluminum hydroxide 
(present as the dried gel). 

*“Antidoloritic” describes the relief of pain associated with inflammation — 
dolor = pain, itic— associated with inflammation. 
DECAGESIC and DECADRON are trademarks of Merck & Co., Inc. 


Dexamethasone with Aspirin and Aluminum Hydroxide 


4 MERCK SHARP & DOHME 
Division of Merck & Co., INc., West Point, Pa. 
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Seymour, Stephen A., from Long Beach, Calif., to 3324 W. 
Sunset Blvd., Los Angeles 26, Calif. 

Sharp, T. Robert, from Reeseville, Wis., to 11069 Strayhorn 
Drive, Dallas 28, Texas 

Short, Owen W., from 539 E. Sixth St., to 529 E. Sixth St., 
Erie, Pa. 

Siering, William J., Jr., from Monterey Park, Calif., to 890 
Dexter Drive, Porterville, Calif. 

Silvers, Fred, from Detroit, Mich., to 358 East Blvd., N., 
Pontiac, Mich. 

Simmons, Horace D., from Bradford, Pa., to 114 Mercer St., 
Linesville, Pa. 

Skeels, S. Mable, from Albuquerque, N. Mex., to Buena Vista 
Hotel, Safford, Ariz. 

Slater, Wesley R., from 6003 N. Euclid Ave., to 711 Bryant 
Bldg., Kansas City 6, Mo. 

Spirtos, George N., from Campbell, Ohio, to 1721 Griffin 
Ave., Los Angeles 31, Calif. 

Stafford, Janet Miles, from Huntington Park, Calif., to 741 
Franklin, S. E., Grand Rapids 7, Mich. 

Steninger, D. R., from 2330 E. McDowell Road, to 4150 N. 
19th Ave., Phoenix, Ariz. 

Strickland, Frank E., from Malin, Ore., to 2200 Northside 
Drive, Montebello, Calif. 

Sullivan, James J., from 1721 Leith St., to 2918 S. Dort 
Highway, Flint 7, Mich. 

Sutton, Keith P., from Fort Branch, Ind., to 1538 E. 53rd 
St., Tulsa 5, Okla. 

Sutton, Sara Esther, from Box 85, to Box 97, Renwick, Iowa 

Szalay, Stephen, from 931 Garrison Ave., to 933 Garrison 
Ave., Teaneck, N. J. 


Taherpour, Parviz, from Glendale, Calif., to 4935 Beverly 
Blvd., Los Angeles 4, Calif. 

Taylor, William H., from Detroit, Mich., to 233 N. Bowen 
St., Jackson, Mich. 

Tedford, N. L., from Box 1826, to 906 W. Tenth St., Plain- 
view, Texas 

Tedrick, C. M., from 1517 Fourth St., N. W., to 1931 San 
Mateo, N. E., Albuquerque, N. Mex. 

Thaler, Abraham, from Cranford, N. J., to 95 Adams St., 
Iselin, N. J. 

Thompson, F. W., from 705-10 Bryant Bldg., to 2501 Gill- 
ham Road, Kansas City 8, Mo. 

Till, Donald E., from Box 125, to 305 N. Fourth St., Buck- 
eye, Ariz. 

Tini, Albert, from Ridley Park, Pa., to 617 Mac Dade Blvd., 
Milmont Park, Delaware County, Pa. 

Triehy, Herbert E., from Portland, Maine, to Tri-County Os- 
teopathic Hospital, Route 1, Kittery, Maine 

Turner, H. W., from Tyler, Texas, to 1114 Lubbock Road, 
Lamesa, Texas 


Urse, John S., Jr., from 1087 Dennison Ave., to 111 W. 
Third Ave., Columbus 1, Ohio 


Vogler, Charles W., from 309 N. E. First St., to 17 N. W. 
Third St., Delray Beach, Fla. 


Wallace, James, Jr., from Los Angeles, Calif., to 21070 Pa- 
cific Coast Highway, Malibu, Calif. 

Weiner, Samuel A., from La Mirada Calif., to 9794 Westmin- 
ster Ave., Garden Grove, Calif. 

Weir, F. B., from 319 W. Market St., to 225 W. Market St., 
Enid, Okla. 

Weiss, Paul Joel, from 4244 Livernois Ave., to 2069 W. 
Grand Blvd., Detroit 8, Mich. 

Wharton, John D., from Dayton, Ohio, to 706 E. Main St., 
Trotwood, Ohio 

White, Vernon C., from Frohna, Mo., to Moore, Okla. 

Willis, Robert M., from Grosse Pointe Park, Mich., to 17212 

Mack Ave., Grosse Pointe 24, Mich. 
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Scalp Dermatoses, 
especially 
Psoriasis* 


P.S LIQUID 


(phenylic acid 
and sodium chlo- 
ride in paraffin oil buf- 
fered to pH 5.5, approxi- 
mately that of normal skin 
tissue.) 


NON-IRRITATING 
NON-SENSITIZING 


Controls lesions rapidly . . reduces ery- 
thema and scaling... . relieves itching. 
Does not stain . . . leaves no odor... 
is easily washed out with water. 
*Sulzberger, M. B. and Obadia, J., Arch. Derm., 
73:373 (April) 1956 
Goldberg, L. C., and Barnett, S. B., Antibiotic Med. 


& Clin, Therapy, 4:594 (Oct.) 1957 
M, A., J. Maine Med. Assoc., 45:332 (Dec.) 


Stocked by leading wholesalers. 


CHESTER A. BAKER LABORATORIES, Inc. 
Boston 15, Mass., U.S.A. 


Please send sample to: 


D.O. 


USE THIS COUPON TO REQUEST 


LITERATURE AND PROFESSIONAL SAMPLE. 
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LIVING... 


... goes on much the same for the new diabetic on ORINASE* 


There was a time when, for many patients, a diagnosis of diabetes mellitus meant 
abrupt and radical departure from a normal way of living. The constraint of rigid 
management often forced painful adjustments at an age when changes are not easily 
effected. With Orinase, however, three out of four diabetics can continue in their 
normal occupations, and family, social, and community activities are rarely impeded. 


The majority of new diabetics past the age of 30 deserve a trial on Orinase . . . first. 


* TRADEMARK, REG. U. S. PAT. OFF.— TOLBUTAMIDE, UPJOHN 


Each tablet contains: | y 
Tolbutamide....... 0.5 Gm. 
THE UPJOHN COMPANY ‘ 


KALAMAZOO, MICHIGAN An exclusive methyl ‘‘governor’’ prevents hypoglycemia 
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PRURITUS ANI 
Treated Orally with 


Borcherdt's 


MALT SOUP EXTRACT 


(MALTSUPEX) 
POWDER 


shows good results. We would like to 
send you the recently published paper 
by Dr. Lovis H. Brooks who says, 


“It was found that administration of Malt 
Soup Extract in dosages of one or two table- 
spoonfuls twice daily produced favorable re- 
sults. Within two or three days after begin- 
ning this simple regimen, the itching and 
burning usually disappeared. Frequently 
there was prompt r of sy 
which was followed by improvement in the 
condition of the tissue of the anai canal 
the perianal skin.* 
alt Soup Extract promotes the growth of 
aciduric flora in the lower tract. Because this 
product is a food and not a drug, there are no 
side effects. Because it is not habit forming, 
it can be given over long periods of time 
when necess Diabetic patients should 
allow for 60 calories for eac tablespoonful. 
Malt Soup | Extract. Powder is specially 
barley malt extract 
neutralized with potassium carbonate. 
twice a day 
is che oo effective dose and this may be 
to two tablespoonfuls at time 
when satisfactory results are secured. 
Malt Soup Extract is available in liquid and 
wder form in 8 oz. and 16 oz. jars at most 
gZ stores coast to coast. 
*Diseases of the Colon & Rectum, 
Vol. 1, No. 5, Sept.-Oct. 1958. 
Samples and literature gladly sent 
ow your request 


Borcherdt Company 
217 North Wolcott Avenue, Chicago 2, Ill. 
in Canada: Chemo Drug Co. Ltd., Toronto, Ont. 


CHRONIC URINARY 
TRACT INFECTIONS 


Soothes... Burning Urination 
GLEARS...Infected Urine 


Urolitia is bacteriostatic, bactericidal, non- 
toxic, does not produce drug-fastness, pro- 
vides simple dosage, and is economical for 
long term therapy. 

Urolitia rapidly controls E. coli, S. albus, 
and S. aureus infection. Its soothing action 
is due to the prompt release of Triticum and 
Zea extractives by the kidney into the in- 
flamed bladder. 

Samples on Request 


Urolitia is tally useful for elderly patients 


with residua urine due to 


CONTAINS NO DYES 
Urolitia—each tablespoonful contains; 


Dese: 1 Ths. in % cup warm water \% hr. a.c. and h.s. 
Decrease dose after second day. 
Supplied: Bottles of 8 fi. oz. 


BORCHERDT COMPANY 


217 North Wolcott Avenue 


Chicago 12, Ilinois 
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Photos used with patient’s permission. 


How new Dianabol rebuilt muscle tissue 
in this underweight, debilitated patient 


Patient was weak and emaciated before 
Dianabol. R. C., age 51, weighed 160 
pounds following surgery to close a perfo- 
rated duodenal ulcer. His convalescence was 
slow and stormy, complicated by pneumonia 
of both lower lobes. Weak and washed out, 
he was considered a poor risk for further 
necessary surgery (cholecystectomy). 
Because a conventional low-fat diet and 
multiple-vitamin therapy failed to build up 
R. C. sufficiently, his physician prescribed 
Dianabol 5 mg. b.i.d. 


Patient regains strength on Dianabol. In just 
two weeks R. C.’s appetite increased sub- 
stantially; he had gained 9142 pounds of 
lean weight. His muscle tone was improved, 
he felt much stronger. After 4 weeks, he 
weighed 176 pounds. Biceps measurement 
increased from 10” to 11%”. For the first 
time since onset of postoperative pneu- 
monia, his chest was clear. Mr. C.’s physi- 
cian reports: “He tolerated cholecystec- 
tomy very well and one week postop felt 
better than he has in the past 2 years.” 
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Dianabol: new, low-cost 
anabolic agent 


By promoting protein anabolism, Dianabol 
builds lean tissue and restores vigor in 
underweight, debilitated, and dispirited 
patients. In patients with osteoporosis 
Dianabol often relieves pain and increases 
mobility. 

As an anabolic agent, Dianabol has 
been proved 10. times as effective as 
methyltestosterone. Yet it has far less 
androgenicity than testosterone propio- 
nate, methyltestosterone, or norethandro- 
lone. 

Because Dianabol is an oral preparation, 
it spares patients the inconvenience and 
discomfort of parenteral drugs. 

And because Dianabol is low in cost, it 
is particularly suitable for the aged or 
chronically ill patient who may require 
long-term anabolic therapy. 


Supplied: Tablets, 5 mg. (pink, scored); 
bottles of 100. 


Complete information sent on request. 


Dianabol 


(methandrostenolone CIBA) 


converts protein to 
working weight in wasting 
or debilitated patients 


SUMMIT. NEW 


2/2829MB 


Willoughby, Walter O., Jr., from 134 Noble Ave., to 307 
Castle Shannon Blvd., Mount Lebanon, Pittsburgh 34, 
Pa. 


Wojciak, Raymond J., from Grove City, Pa., to 203 Rauch 
Bldg., Pittsburgh 5, Pa. 

Wudkewych, Eugene B., from Flint, Mich., to 657 Dickinson, 
S. E., Grand Rapids 7, Mich. 

Wysong, Ben L., Jr., from Greenville, Mich., to 282 N. Cass 

St., Morley, Mich. 


Yasso, Joseph M., from 200 Scarritt Arcade Bldg., to 819 
Walnut St., Kansas City 6, Mo. 


Zebrack, Morton, from North Hollywood, Calif., to 13870 
Foothill Blvd., San Fernando, Calif. 

Zipperer, William Paul, from 11611 W. Hardy St., to 5809 

Airline Drive, Houston 9, Texas 


Applications for membership 


CALIFORNIA 
Barker, J. Gerald, (Renewal) 9615 Brighton Way, Beverly 
Hills 


Tohill, G. E., (Renewal) 567 W. 19th St., Costa Mesa 
Meyers, S. Philip, (Renewal) 501 W. Foothill Blvd., Mon- 
rovia 


Ehret, Edward E., 5330 Laurel Canyon Blvd., North Holly- 
wood 


Edmiston, T. Burton, (Renewal) 447 Leland Ave., Palo Alto 


KANSAS 
Blair, Arch J., (Renewal): Box 123, Troy 


MICHIGAN 
Carey, Thomas R., 5501 Joy Road, Detroit 4 


NEW JERSEY 
Clough, R. William, (Renewal) 303 E. 23rd St., North Wild- 
wood 


PENNSYLVANIA 

Lupo, Stephen Frank, (Renewal) 1455 W. 26th St., Erie 

Rieber, William A., (Renewal) 410 Old York Road, Jen- 
kintown 

Evans, Richard W., (Renewal) 123 S. McDonald St., Mc- 
Donald 

Eisenhut, Lemar F., Jr., (Renewal) 10 W. Randolph St., 
New Hope 

Bowden, Lee Joseph, (Renewal) 2621 N. George St., York 


TENNESSEE 
Owen, Richard E., (Renewal) Sharon 
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a promise fulfilled 


All corticosteroids provide symptomatic control in rheumatoid arthritis, inflammatory dermatoses, and 
bronchial asthma. They differ in the frequency and severity of side effects. Introduced in 1958, 
Aristocort Triamcinolone bore the promise of high efficacy and relative safety. 


Physicians today recognize that the promise has been fulfilled . . . as evidenced by the high rate of 
refilled ARISTOCORT prescriptions. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Y. 
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for immediate asthma relief 


Available with either of the two 
outstanding bronchodilators 


Medihaler-EPI® 


Epinephrine bitartrate, 7.0 mg. per cc., suspended in inert, nontoxic 
aerosol vehicle. Contains no alcohol. Each automatically measured 


dose contains 0.15 mg. epinephrine. 


Medihaler-ISO® 


Isoproterenol sulfate, 2.0 mg. per. cc., suspended in inert, nontoxic 
aerosol vehicle. Contains no alcohol. Each automatically measured 


dose contains 0.075 mg. isoproterenol. 


Optimal effect from Minimal Dosage 


and 22%% more tal 
more Mtal capacity He 
trolled dééage by gerosol adminigtration 
Mor. maximal convenience. / 4 
\ ait heine or on-the-go 
Riker, 
- 
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Blood pressure that goes up with stress 
often comes down with SERPASIL 


One reason that many cases of hypertension 
respond to Serpasil is that many cases are as- 
sociated with stress. Stress situations produce 
stimuli which pass through the sympathetic 
nerves, constricting blood vessels, and increas- 
ing heart rate. Hyperactivity of the sympathetic 
nervous system may elevate blood pressure; if 
prolonged, this may produce frank hyperten- 
sion. By blocking the flow of excessive stimuli 
to the sympathetic nervous system, Serpasil 
guards against stress-induced vasoconstriction, 
brings blood pressure down slowly and gently. 


plete information available on request. 


*Coan, J. P., McAlpine, J. C., and Boone, J. A.: J. South Carolina M. A. 51:417 (Dec.) 1955. —fassone 


(reserpine ciBA) 
In mild to moderate hypertension, Serpasil is 
basic therapy, effective alone ‘‘...in about 70 
per cent of cases...’’* 
In severe hypertension, Serpasil is valuable as 
a primer. By adjusting the patient to the physio- 
logic setting of lower pressure, it smooths the 
way for more potent antihypertensives. 
In all grades of hypertension, Serpasil may be 


used as a background agent. By permitting 


lower dosage of more potent antihypertensives, 
Serpasil minimizes the incidence and sever 
of their side effects. 


| | 
3 
ill 


